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ABSTRACT 
Persons with Acquired Immune Deficiency Syndrome (AIDS) face many social 
stigmas, including those related to homosexuality, intravenous drug use, and the disease itself. 
Even with their education and experience, psychologists are not impervious to this 
stigmatization and homophobia, and these attributes can influence the ethical decision-making 
of clinicians when rendering counseling to persons with AIDS. The purpose of the current 
study is to determine the impact of counselor homophobia and stigmatization on breaching 
confidentiality with HIV-positive clients. Psychologists were presented a vignette describing 
the sexual and drug behaviors of one hypothetical HIV-positive client. The 16 vignettes were 
varied by client type (homosexual, bisexual, heterosexual, or intravenous drug user), level of 
client dangerousness (high, low), and level of client remorse (remorseful, not remorseful). 
Stigmatization did influence likelihood of breaching confidentiality; however, homophobia did 
not. Psychologists who had contact with HIV-positive clients had lower levels of homophobia 
and stigmatization and were also less likely to breach confidentiality than those who had no 
contact. Client type and level of client remorse did not influence likelihood of breaching 
confidentiality. Level of client dangerousness had the most impact on likelihood of breaching 
confidentiality. Implications for future research are also discussed. 
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CHAPTER 1. INTRODUCTION AND LITERATURE REVIEW 
One of the most frightening current diseases is AIDS (Acquired Immune Deficiency 
Syndrome), a progressive deterioration of the immune system which severely compromises an 
individual's capacities to ward off infections. AIDS is a transmissible, severely debilitating, and 
eventually fatal disease, and its mysterious incubation period may last between 6 months to 
more than 5 years (Morrison, 1989). More than 22 million people worldwide are infected with 
HIV (human immunodeficiency virus), the virus that causes AIDS. Almost 900,000 persons are 
estimated to be infected with HIV in the United States (Hayes & Erlcis, 2000). Moreover, nearly 
734,000 people in the United States are currently living with full-blown AIDS (Chenneville, 
2000). However, AIDS has differentially impacted gay men and intravenous drug users (IDUs) 
(Morrison, 1989). In 1989, gay men and IDUs constituted approximately 70% and 17%, 
respectively, of all persons infected with HIV. In the past, the AIDS virus was referred to as 
"gay-related immune deficiency" as a result of the early linkage between the syndrome and the 
male homosexual population (McGuire, Nieri, Abbott, Sheridan, & Fisher, 1995). Currently, in 
the United States, approximately one-third of all AIDS cases are associated with injection drug 
use (Centers for Disease Control, http://www.cdc.gov, 2001). Additionally, it is estimated that 
66% and 85% of AIDS cases among women and heterosexual men, respectively, were 
associated with injection drug use, and those figures are expected to rise in the future 
(University of California, San Francisco, http://hivinsite.ucsf.edu, 1999). 
HIV, AIDS, and Counselor Dilemmas 
As the number of HIV-positive individuals steadily increases, the probability that 
counselors and therapists will see these individuals in therapy also increases. Burnam, Bing, 
Morton, Sherboume, Fleishman, London, Vitiello, Stein, Bozzette, and Shapiro (2001) 
conducted a study involving 231,400 HIV-positive patients from the HIV Cost and Services 
Utilization study. Of these patients, 61 .4% used mental health or substance abuse services. 
Moreover, nearly half of a nationally representative probability sample of2,864 adults receiving 
care for HIV in the United States in 1996 screened positive for psychiatric disorders, including 
major depression, dysthymia, generalized anxiety disorder, and panic attacks (Bing, Burnam, 
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Longshore, Fleishman, Sherbourne, London, Turner, Eggan, Beckman, Vitiello, Morton, 
Orlando, Bozzette, Ortiz-Barron, & Shapiro, 2001 ). 
Furthermore, persons with HIV often seek out counseling due to overwhelming feelings 
of anxiety, denial, anger, rage, depression, guilt, shame, isolation, and thoughts of suicide 
(Trezza, 1994; McGuire et al., 1995; Hayes & Erlcis, 2000). Thus, it is important for 
counselors to be prepared to help the HIV-positive client deal with the emotions associated with 
HIV and AIDS, as well as the psychiatric disorders. 
However, it is also important to recognize that in some cases, therapists treating people 
with HIV may have to face certain ethical dilemmas. One of the most ambiguous dilemmas 
involves the duty to warn and protect third parties of the risk of transmission of HIV. The case 
of Tarasoff Vs. The University of California set a precedent for therapists regarding this duty to 
warn and protect third parties that are at risk of harm by their clients (Tarasoffv. the Regents of 
the University of California, 1976). The Tarasoff decisions were made by the California 
Supreme Court and state that when a therapist determines, or should have determined, that a 
patient presents a serious danger to a third party, the therapist bears a duty to exercise 
reasonable care to protect the foreseeable victim of that danger (Bersoff, 1995). It has been 
argued by some that the preservation of human life is more important than the preservation of 
confidentiality in these cases (Daniolos & Holmes, 1995; Eth, 1988; Zonana, 1989). According 
to this controversial precedent, therapists have a duty to warn and protect third parties from 
danger, but do these duties necessarily apply to counseling with HIV-positive patients? 
The duty to warn and protect third parties in the realm of psychotherapy with HIV -
positive individuals is certainly not clear, and there is no consensus that practitioners can rely on 
when making decisions in these cases (Kermani & Weiss, 1989). The application of Tarasoff 
principles to HIV cases is quite variable, and often depends on statutory and case law, which 
vary by state and jurisdiction (Chenneville, 2000). 
Practitioners hold varying views on this ethical dilemma. Some practitioners argue in 
favor of applying Tarasoff principles to psychotherapy with HIV-positive individuals, while 
others argue against it (Daniolos & Holmes, 1995; Dyer, 1988; Eth, 1988; Kermani & Weiss, 
1989; Knapp & VandeCreek, 1992; Perry, 1989; Searight & Pound, 1994; Stanard & Hazler, 
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1995; Zonana, 1989). For example, many researchers have argued that the Tarasoffprecedent 
does not apply to HIV-positive clients who put others at risk because the threat is usually 
passive, not active (Daniolos & Holmes, 1995; Kermani & Weiss, 1989; Knapp & 
V andeCreek, 1992; Perry, 1989). Most HIV-positive individuals are not intentionally putting 
others at risk to infect them, and do not provide an active, direct verbal threat toward third 
parties. If this happened to be the case, most mental health practitioners would agree that 
Tarasoff would indeed apply, and the third party should be warned of this danger. However, 
this is rarely the case. Zonana (1989) argued that an HIV-positive person who is not willing to 
control his or her risky behavior poses the same threat as a client with a gun, and should be 
treated as such; therefore, the Tarasoff precedent definitely should apply. Thus, this particular 
issue remains unsolved. 
An additional factor that should be considered is that "third parties" who are usually at 
risk in these instances may not be readily identifiable by the clinician (Perry, 1989; Searight & 
Pound, 1994). If the person (or persons) being put at risk is not identified or identifiable (as in 
cases of multiple sex partners and/or needle sharing with persons with whom the client does not 
have ongoing contact), it is impossible for the clinician to warn these parties. However, it is 
argued that if the third party is unsuspecting of the danger of infection and is identifiable, he or 
she should be warned (Perry, 1989). 
Another salient and important ethical issue of importance and ambiguity when 
counseling HIV-positive individuals is the importance of respecting client confidentiality. 
Chenneville (2000) argues that without the assurance of confidentiality, clients may be hesitant 
to seek out treatment because of the fear of being stigmatized. However, Morrison ( 1989) states 
that maintaining confidentiality of a client's personal information is often at odds with the 
mental health professional' s duty to warn in cases with HIV-positive individuals who put others 
at risk of infection. Zonana ( 1989) and Eth ( 1988) state that confidentiality is never absolute, 
and there are instances in therapy when that confidentiality should be broken. According to 
these researchers (Eth, 1988; Zonana, 1989), the preservation of human life should always take 
precedence over client confidentiality, and when a client is posing a threat to a third party, either 
action should be taken to persuade the client to warn those in danger or the professional should 
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be required to do so. Perry ( 1989) argues that this practice could be detrimental to the therapy 
relationship by breaking an already fragile trust, and the client may be less likely to discuss 
risky behavior in the future as a result. However, according to Daniolos and Holmes ( 1995) and 
Zonana ( 1989), there is no evidence to support the argument that breaching confidentiality has 
stopped HIV-positive clients from seeking out mental health treatment. 
In addition to these factors, there is also the issue of the actual infectiousness of the 
HIV -positive client. Searight and Pound ( 1994) state that HIV has a long incubation period, and 
the infectiousness of different persons and different behaviors can vary greatly. The risk of HIV 
transmission for sexual intercourse with a condom is 1 in 5, 000, whereas the risk of HIV 
transmission for sexual intercourse without a condom is 1 in 500 (Searight & Pound, 1994), 
meaning that not all risky behavior will result in infection. In addition, likelihood of 
transmission from an HIV -positive male is more likely than transmission from an HIV-positive 
female during sexual intercourse, as a result of larger amounts of infected body fluid that are 
involved (Bersoff, 1995). In conclusion, the actual degree of infectiousness can differ from 
client to client, and generally, it may be difficult for the clinician to assess. These issues have 
sparked much debate among psychologists, psychotherapists, psychiatrists, and physicians 
(Knapp & VandeCreek, 1992). 
The Therapist's Duty to Warn and Protect 
There are many issues that a counselor should take into consideration when deciding 
whether breaching confidentiality is necessary. Some of the most salient dimensions that should 
be assessed by the therapist in this decision-making process are the perceived dangerousness of 
the client, the identifiability of the potential victim, the issue of passive versus active threat, and 
the total costs and benefits for both the client and the victim (Knapp & V andeCreek, 1992). The 
most reasonable and ethically least controversial approach for therapists in situations for which 
an HIV-positive client is posing a risk to a third party is to persuade the client to inform this 
person (or persons) voluntarily (Knapp & VandeCreek, 1992). When disclosure of a client's 
HIV status may be necessary because the client refuses to do so on his or her own, it is 
important for the therapist to address his or her own issues regarding possible biases, beliefs, 
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and attitudes about persons with HIV. 
Stigmatization and AIDS 
The diagnosis of being "HIV -positive" often carries with it demeaning connotations 
and that are usually connected to intravenous drug use and homosexuals because these groups 
represent a large subset of the HIV-positive population (Sheridan & Sheridan, 1988). 
According to Webster's dictionary, a stigma is defined as a "mark of shame or discredit", and 
to stigmatize means "to describe or identify in opprobrious or contemptuous terms." Leiker, 
Taub, and Gast (1995) state that past research has shown that persons who are infected with 
HIV are viewed much more negatively when compared to persons with other tenn.inal illnesses. 
Additionally, there is a general societal fear of HIV and AIDS, which is driven by ignorance 
about the disease, suggestions of excessive caution to protect oneself from the disease, and 
recommendations for drastic changes in behavior and public policy (Bruhn, 1989). Moreover, 
there is a bias and fear toward the disease itself, and there are stigmas associated with those 
persons who are infected with HIV. 
In general, stigmatized individuals may not be accepted by others, and therefore often 
are ignored or forced from social interaction (Leiker et al., 1995). Persons with AIDS and HIV 
are faced with isolation and discrimination that are associated with a deviant and stigmatized 
status (Leiker et al., 1995). According to Hall ( 1992), the most common stigma attached to HIV 
and AIDS is the notion that this disease is a "plague," and HIV/ AIDS has communicated 
to society fears about "polluting people." HIV-positive individuals have been evicted from their 
homes, fired from jobs, and banned from attending public schools (Leiker et al., 1995) as a 
result of this stigma. The uncertainty that revolves around the disease, and the fact that infected 
persons may not show any signs of the disease for up to ten years after infection ( and in the 
meantime infect others) has also fueled this public fear of HIV and AIDS. This societal fear 
also evokes a counselor's beliefs, biases, and fears about not only this disease, but also about 
death, alternate lifestyles, and sexual behaviors (Bruhn, 1989). 
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Stigmatization Toward Homosexuals: Homophobia 
In addition to the stigmatization associated with HIV/ AIDS, there are clinician-relevant 
stigmas associated with homosexuals and bisexuals, who represent a large portion of HIV-
positive individuals. The most recent (2001) national prevalence study of psychiatric disorders 
and drug use among HIV-infected adults indicated that 47.4% of treatment-seeking patients 
self-reported to be homosexual, and an additional 5.4% as bisexual (Bing et al., 2001). 
Stigmatizing beliefs toward homosexuals are predominant in the realm of HIV because the 
diagnosis is most often connected with this population. In general, people are intolerant of 
others that are different from themselves, and counselors are no exception (Donaldson, 1988). 
Homosexuals have suffered immense discrimination and continue to be looked upon with 
disdain and fear by the public. Society has subjected us all to homophobic ideas and they may 
have been internalized to some extent, whether we realize it or not (Morrison, 1989). 
Unrecognized or unacknowledged homophobia on the part of a counselor can result in a 
very unsatisfactory counseling experience for the homosexual or bisexual client. Not only can 
this homophobia reinforce the idea of the "unacceptable" nature of their sexuality that the 
homosexual client may be battling, but it can also negatively influence the ethical decision 
making of the counselor. 
Research suggests that a large percentage (but probably not a majority) of clinicians 
have negative attitudes toward and feel uncomfortable working with people with HIV and AIDS 
(Hayes & Erkis, 2000). A study by McGuire et al. (1995) explored whether the therapist's 
degree of homophobia would influence the probability of breaching confidentiality in situations 
of threat of infection by HIV-positive clients to a third party. McGuire et al. (1995) state that the 
early linkage of AIDS to the homosexual male population, and the homophobia that occurred as 
a result, has influenced the beliefs of the population regarding HIV and AIDS, and the 
stigmatization and discrimination that persons with HIV are subjected to is one consequence of 
this connection. To determine whether therapists' degree ofhomophobia influenced their 
willingness to breach confidentiality, participants in the McGuire et al. (1995) study were 
presented with vignettes in which client type was manipulated. The vignettes presented either a 
male homosexual, a male hemophiliac, or a female prostitute. After reading each vignette, 
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participants were asked to indicate the likelihood that they would breach confidentiality. An 
attitude questionnaire about lesbians and gay men was also used to measure degree of 
homophobia in the participant. McGuire et al. ( 1995) concluded that stronger homophobic 
beliefs were related to an increased probability of the likelihood of breaching confidentiality in 
therapy with HIV-positive homosexual clients. In a related study by Leiker et al. ( 1995), as 
homophobia in college students increased, stigmatization toward persons with AIDS increased. 
Stigmatization Toward Intravenous Drug Users 
Society has also adopted a rather stigmatizing view of drug users, and specifically 
intravenous drug users (IDUs), which has generated feelings of fear, mistrust, hostility, and 
scorn because of the illegality of the IDUs activities and the popular conception of the drug 
subculture (Morrison, 1989). There are an estimated one million active injection drug users 
nationwide, and it should be noted that those estimates may seriously underrepresent the actual 
prevalence of drug use in the United States (Centers for Disease Control, http://www.cdc.gov, 
2001). Additionally, IDUs and drug abusers are two of the most rapidly growing populations 
being affected by HIV and AIDS. The most recent (2001) national study of the prevalence of 
psychiatric disorders and drug use among HIV-infected adults (Bing et al., 2001) indicated that 
half of such patients had reported use of an illicit drug in the past 12 months, and 12% were 
drug dependent. As stated earlier, another recent related prevalence study (Burnam et al., 2001) 
of use of mental health and substance abuse treatment services among adults with HIV reported 
that 61.4% of the 231,400 adults under care for HIV used mental health or substance abuse 
services. Approximately 18% of these individuals were treated primarily for substance abuse or 
dependence. Among those who screened positive for drug dependence (without other 
psychiatric diagnoses}-approximately 3% of the total sample--62% were dependent on 
cocaine while 24% were dependent on heroin or other opiates. Thus, there is a high probability 
that a substantial portion of these HIV-positive and drug-dependent individuals were also IDUs. 
Common stereotypes and stigmatizing beliefs about IDUs include self-destructiveness, 
selfishness, and a concern only about drugs. Counselors are not immune to these beliefs, and if 
not dealt with properly by the counselor, they can be conveyed rapidly to the client and can 
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W1dennine the effectiveness of treatment (Morrison, 1989). Like homophobia, biases and 
stigmatizing beliefs toward IDUs may also influence the ethical decision making of the 
coW1selor when dealing with HIV-positive IDU clients and issues concerning the possibility of 
breaching confidentiality to a potential victim of infection. According to Leiker et al. ( 1995), 
persons with AIDS who are homosexual or IDU s are more stigmatized as compared to 
heterosexuals with AIDS and persons who were infected via blood transfusions. 
The Impact of Client Dangerousness on Counselor Decision-Making 
Previous studies (McGuire et al., 1995; Totten, Lamb, & Reeder, 1990) also have 
investigated the impact of client dangerousness on clinician decision-making with HIV-positive 
clients. For example, McGuire et al. (1995) foWld that coW1selors were more willing to breach 
confidentiality in scenarios that depicted a highly dangerous HIV-positive client (not using safe 
sex practices or drug practices) as compared to an HIV-positive client in the low dangerousness 
(not HIV-positive and using safe sex practices or drug practices) condition. Relatedly, Totten et 
al. ( 1990) investigated the role of client dangerousness and foW1d that for all four client types in 
their study (prostitute, homosexual, IDU, and bisexual), clients depicted as being highly 
dangerous evoked more willingness from coW1selors to breach confidentiality as compared to 
clients that were depicted as being of low dangerousness, across all client types. Degree of 
dangerousness had a greater impact on breaching confidentiality in the prostitute and 
homosexual conditions as compared to the IDU and bisexual conditions (Totten et al., 1990). 
These results suggest that counselors are more willing to breach confidentiality 
with clients who are participating in more high-risk behavior (Wlprotected multiple sex partners 
or multiple needle partners) than those who are not participating in such behavior. This finding 
appears to be logical, as more persons could be put at substantial risk by the highly dangerous 
HIV-positive client, and if the client is depicted as being oflow dangerousness, this risk may 
not be perceived by the counselor as an imminent health hazard ( especially if the client is 
described as not being HIV-positive). 
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The Influence of Contact with HIV-Positive Clients on Counselor Attitudes 
Trezza ( 1994) hypothesized that lesser degrees of stigmatization toward persons with 
HIV/AIDS would be associated with greater contact with lesbian, gay, and bisexual individuals, 
and persons living with AIDS, as well as greater AIDS knowledge and low degrees of 
homophobia. Trezza ( 1994) found that for both psychologists and students, more direct 
experience with gay, lesbian, and bisexual persons predicted lower levels of homophobia, and 
lower reported levels of homophobia predicted less stigmatizing attitudes toward persons with 
AIDS. Totten et al. (1990) also found that clinicians who had more contact with HIV-positive 
persons reported being less willing to break confidentiality with HIV-positive clients. 
According to Eth ( 1988), and McGuire et al. ( 1995), if a therapist decides to work with 
HIV-positive persons, it is necessary for the therapist to look at his or her own personal beliefs 
and attitudes regarding HIV/AIDS, and homosexuals and IDUs, who comprise a large 
percentage of HIV -positive individuals whom we may see as clients. It is important for 
therapists to remember the rights of these individuals, and the possibility that the therapeutic 
environment could be very powerful in helping HIV-positive individuals to reconsider and/or 
change their high-risk behavior (McGuire et al., 1995). 
The Purpose of This Study 
Very little research has been conducted to determine the impact of counselor 
homophobia and stigmatizing beliefs about HIV/AIDS, homosexuality, and intravenous drug 
use on breaching confidentiality when a threat exists of infection by a client to a third party. The 
purpose of this study is to supplement the literature in this area by investigating the impact of 
these variables separately and in combination on breaching confidentiality with HIV-positive 
clients. This study in part will replicate the McGuire et al. ( 1995) study, and will assess 
whether higher levels of homophobia are related to an greater probability of breaching 
confidentiality. It also was expected in this study that clinicians who have had more contact 
with gay, lesbian, and bisexual individuals and HIV-positive individuals would show less 
homophobia and stigmatization toward these individuals, thus attempting to replicate the results 
of Trezza (1994). 
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More specifically, the hypotheses for this study are: ( 1) higher degrees of counselor 
homophobia will increase the probability that they would breach confidentiality in situations 
where threat of infection toward a third party exists; (2) higher degrees of counselor 
stigmatization towards AIDS and HIV-positive individuals will increase the probability that they 
would breach confidentiality in situations where threat of infection toward a third party 
exists; (3) more contact and experience with HIV/AIDS-infected individuals will decrease 
homophobic and stigmatizing beliefs toward those persons; and (4) counselors will be more 
willing to breach confidentiality in vignettes that depict a highly dangerous HIV-positive client 
( engaging in risky behavior by not using safe sex practices or drug practices) as compared to 
vignettes that depict an HIV-positive client oflow dangerousness (not engaging in risky 
behavior by using safe sex practices or drug practices). 
Variables 
The three independent variables for this study included manipulated variables of client 
type (homosexual, bisexual, heterosexual, IDU), client degree of dangerousness (high/low), and 
client level ofremorse (remorseful, not remorseful). Counselor's degree of homophobia 
(high/low), and counselor's degree of stigmatization (high/low) served as two separate 
covariates. There were three dependent variables in this study: likelihood that the counselor 
would breach confidentiality in response to a vignette; counselors' degree of certainty regarding 
his or her decision; and counselors' comfort (affect) with the decision. 
Case Vignettes (Independent Variable Manipulations) 
The independent variable of client type was manipulated by creating vignettes that 
presented a male client as being homosexual, bisexual, heterosexual, or an IDU. Identifiability 
of the victims was held constant in these vignettes (victims were easily identifiable). The client's 
degree of dangerousness was also varied, such that clients in the "high dangerousness" 
condition were HIV-positive and engaging in a large amount of risky behavior (by using safe 
sex practices or by not engaging in risky drug practices), and clients in the "low 
dangerousness" condition were HIV-positive and not engaging in risky behavior by using safe 
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sex practices and/or not engaging in risky drug practices. In addition, client's level of remorse 
was varied (remorseful, not remorseful). There were a total of four vignettes each (high 
dangerousness and remorseful; high dangerousness and not remorseful; low dangerousness 
and remorseful, and low dangerousness and not remorseful) for the four client types 
(homosexual, bisexual, heterosexual, and IDU), resulting in a total of sixteen vignettes. 
Vignettes were assigned randomly with each participant receiving one of the sixteen vignettes. 
Participants were also asked to respond to questions about breaching confidentiality based on 
the vignette they received. The vignettes are presented in Appendix D. 
A schematic diagram of the study design is presented in Table 1. 
Research Design 
The experimental design for this study was a 4 X 2 X 2 between-subjects factorial 
design, which used client type (homosexual vs. bisexual vs. heterosexual vs. IDU), degree of 
client dangerousness (high vs. low), and level of client remorse (remorseful vs. not remorseful) 
as independent variables, counselor "Homophobia" (high vs. low), and counselor 
"Stigmatization" (high vs. low) as covariates, and participant's likelihood ofbreaching 
confidentiality, degree of certainty regarding their decision, and degree of comfort with their 
decision as dependent variables. 
Table 1. Study design 
Independent Variables 
Client Type 
Homosexual 
Bisexual 
Heterosexual 
IDU 
Degree of Client Dangerousness 
Low 
High 
Level of Client Remorse 
No 
Yes 
Covariates 
Homophobia 
Stigmatization 
Dependent Variables 
Likelihood 
Certainty 
Comfort 
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Description 
Same sex partner 
Both same sex and opposite sex partner 
Opposite sex partner 
Intravenous drug user 
Safe sex practices or not sharing needles 
Risky sex practices or sharing needles 
Client is not remorseful about behavior 
Client is remorseful about behavior 
Measure 
Fear of social/intimate contact with a homosexual 
Level of social and moral contempt evidenced 
toward HIV-infected individuals; willingness 
to work with an HIV-positive client 
HQ 
AAA;PCQ 
Likelihood of breaching confidentiality "Imagine you were working 
with the above client. What is 
the likelihood you would 
breach confidentiality and warn 
the involved third parties of the 
risk of HIV-transmission?" 
Certainty about decision "How certain are you that there 
Degree of comfort in decision 
is a duty to protect a third party 
in this case after four 
sessions?" 
"How comfortable are you with 
your judgments regarding the 
protection of third parties in 
this case?" 
Note: The HQ, PCQ, and AAA are described in detail on pg .. 17-21. 
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CHAPTER 2. METHOD 
Participants 
The 220 study participants were psychologists who responded to the survey 
questionnaire sent to 640 psychologists randomly sampled by the American Psychological 
Association (AP A) Office for Research from a list of all AP A members in response to the 
investigator's sampling plan. Specifically, they were randomly selected from all AP A members 
listed as licensed, active practicing, Ph.D.-level clinical, counseling, and/or health psychologists 
in the United States who defined their primary activities as health and mental health services. 
A power analysis was conducted to determine the number of participants needed to 
detect a medium effect size and a power of .90 (n = 325), with 95% probability. For purposes 
of attaining the size of the sample, the AP A Office for Research randomly selected twice the 
number of potential participants (n = 650) as defined by the power analysis, and a projected 
50% response rate for questionnaire returns based on the method of data collection------United 
States Mail. 
For the total sample (n = 650), of those to whom questionnaires were sent, demographic 
information such as age, gender, ethnicity, education, and employment characteristics were 
provided by the AP A Office for Research. The participants in this sample were 50.3% male (n 
= 327) and 49.7% female (n = 323); 92.3% were Caucasian (n = 600); and most were between 
the ages of 40-59 (n = 467, 71.9%). This sample was chosen from the AP A's national 
membership listing, delineated into nine regions (see Table 2). The largest proportions were 
from the Middle Atlantic (n = 133, 20.5%), Pacific (n = 119, 18.3%), and South Atlantic (n = 
106, 16.3%) regions. All of the prospective participants as chosen by the APA had received a 
doctorate (Ph.D., n = 555, 85.4%; Psy.D., n = 62, 9.5%; Ed.D., n = 27, 4.2%; and other 
doctorate, n = 6, 0.9% ), and most had been practicing for at least 5 years (n = 628, 96.6% ); the 
majority, 74% (n = 481 ), described their employment status as "full time." Most psychologists 
in the sample (n = 493, 75.9%) described their primary employment setting as either in 
independent practice or a hospital, and eighty-five percent (n = 552) were either clinical or 
counseling psychologists. 
In response to two questionnaire mailings to the list of 640 AP A selected members, two-
14 
hundred twenty participants (n = 220) returned completed questionnaires, a 34% response rate. 
Ten of the original list of 650 potential participants were randomly deleted from the sample as it 
was desirable to send equal numbers of questionnaires (n = 40) to psychologists in each of the 
16 independent variable (vignette) categories, a total sample ofn = 640. 
Roughly equal numbers of participants were obtained for each of the sixteen vignettes 
(see Table 3). Although the response rate goal of 50% was not achieved, the sample consisted 
of an ample number of participants with sample proportionate representation from each 
geographical region (see Table 2). The sample provided by the AP A was overwhelmingly 
Caucasian, however, so generalizability to other ethnic groups is limited. 
Table 2. Questionnaire returns by geographic region 
Region Sent Percent Sent Received Percent Received 
Pacific 114 18% 36 16% 
CA 79 25 
WA 18 5 
OR 10 3 
HI 5 3 
AK 2 0 
Mountain 36 6% 9 4% 
co 12 2 
AZ 8 1 
UT 6 3 
NV 4 1 
NM 4 1 
MT 1 0 
Wl 1 1 
ID 0 0 
East South Central 19 3% 7 3% 
TN 7 2 
MS 5 2 
AL 4 2 
KY 3 1 
West South Central 38 6% 14 6% 
TX 27 10 
OK 5 2 
LA 4 1 
AR 2 1 
Note: Total Sent: n = 640; Total Received: n = 220. "Percent Sent" was calculated by dividing the number of 
questionnaires sent to each region by the total number sent (n = 640). "Percent received" was calculated by 
dividing the number of questionnaires received from each region by the total number received (n = 220). 
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Table 2. ( continued) 
Region Sent Percent Sent Received Percent Received 
West North Central 40 6% 17 8% 
MO 13 4 
NE 8 3 
MN 6 1 
IA 5 5 
KS 5 2 
SD 2 1 
East North Central 93 15% 32 15% 
OH 31 10 
MI 21 9 
IL 16 3 
WI 13 4 
IN 12 6 
New England 65 10% 16 7% 
MA 40 9 
CT 10 1 
VT 6 3 
ME 4 1 
NH 4 1 
RI 1 1 
Middle Atlantic 131 20% 36 16% 
NY 67 16 
PA 38 13 
NJ 26 7 
South Atlantic 104 16% 41 19% 
FL 29 16 
MD 20 10 
NC 19 5 
VA 17 3 
GA 10 3 
DC 4 2 
SC 3 1 
DE 1 0 
WV 1 1 
Totalsa 640 208 
Note: Totals for each region are printed in bold. 
a Total for received questionnaires is not equal to actual number received (n = 220) due to lack of information 
from twelve participants. 
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Table 3. Number of participants obtained for each vignette 
Vignette description Number received Percent of Total 
1. Gay male, high dangerousness, no remorse 10 4.5 
2. Gay male, high dangerousness, remorseful 15 6.8 
3. Gay male, low dangerousness, no remorse 16 7.3 
4. Gay male, low dangerousness, remorseful 13 5.9 
5. Bisexual male, high dangerousness, no remorse 13 5.9 
6. Bisexual male, high dangerousness, remorseful 15 6.8 
7. Bisexual male, low dangerousness, no remorse 13 5.9 
8. Bisexual male, low dangerousness, remorseful 14 6.4 
9. Heterosexual male, high dangerousness, no remorse 13 5.9 
10. Heterosexual male, high dangerousness, remorseful 16 7.3 
11. Heterosexual male, low dangerousness, no remorse 8 3.6 
12. Heterosexual male, low dangerousness, remorseful 12 5.5 
13. IDU, high dangerousness, no remorse 15 6.8 
14. IDU, high dangerousness, remorseful 19 8.6 
15. IDU, low dangerousness, no remorse 14 6.4 
16. IDU, low dangerousness, remorseful 14 6.4 
Note: n = 220. All vignette types were sent to 40 participants. 
Psychologists were randomly assigned to one of the sixteen vignette types, and the 
individual received a questionnaire describing one vignette. Half of the 220 respondents were 
male (n = 110, 50%) and approximately half were female (n = 107, 48.6%), with three 
participants not reporting their gender (1.3%). Most participants had received a Ph.D. (n = 183, 
83.9%). The mean for number of years of active practice was 21.4 years (SD= 9.79 years). 
Seventy-one percent (71 % ) of participants reported practicing in a private or group practice (n = 
154), and most described their theoretical orientation as being Eclectic (n = 70, 32%), 
Psychodynamic (n = 60, 27.4%), or Cognitive (n = 46, 21 %). By comparing these 
characteristics to those for all currently practicing AP A members (AP A, 1999), the sample was 
determined to be representative in terms of gender, practice setting, and experience. 
Materials and Instruments 
This study was conducted using the United States Postal Service. The 640 potential 
participants (as selected by the APA Office for Research) were sent a pre-questionnaire 
postcard alerting them that they would be receiving a questionnaire in the mail. Approximately 
one week later they were sent a questionnaire packet containing a letter of introduction, a coded 
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response card to assist in determining individuals who had not responded, and a 74-item paper 
and pencil questionnaire consisting of: ( 1) a client vignette, with questions regarding whether 
there was enough information in the vignette to make a decision regarding confidentiality (yes 
or no), the likelihood they would breach confidentiality with that particular client, and the degree 
of certainty and comfort they had in their decision; (2) three inventories-the Homophobia 
Questionnaire (HQ), the Professional Contact Questionnaire (PCQ), and the Attitudes About 
AIDS scale (AAA)--all in Likert-style format that assessed respondent's comfort in social and 
work setting interactions with homosexuals and HIV-positive individuals; and (3) a 
demographic inventory which included questions about the degree of experience and number of 
direct contact hours with HIV -positive individuals, as well as past practices regarding breaching 
confidentiality (see Appendix F). Participants were told that all information gathered would be 
anonymous and confidential. 
Completion and return of the questionnaire packet constituted informed consent for 
participation in the study. This study was reviewed and approved by the Psychology 
Department Committee on Human Participants In Research and by the Iowa State University 
Research Review Board (IRB). It was determined to meet all applicable ethical and institutional 
criteria for the protection and welfare of human participants. Please see a copy of the IRB 
approval sheet ( Appendix H). 
To achieve consistency, item coding for the three questionnaires was evolved in the 
following fashion. The reverse-coding of the three questionnaires was done to produce 
consistency in the meaning and interpretation of items across scales, such that high scores mean 
less of a trait, and low scores mean more of a trait. Since the AAA was developed so that higher 
scores indicate less stigmatization and lower scores indicate more stigmatization, and because 
another measure of stigmatization, the PCQ, was used in conjunction with the AAA to achieve a 
total stigmatization score, the PCQ was scored in the same manner as the AAA, with higher 
scores indicating less stigmatization. The HQ was also scored in this manner, such that higher 
scores indicate less homophobia. 
Counselor's degree of Homophobia. Counselor's degree of homophobia was 
determined by scores on the Homophobia Questionnaire (HQ). The HQ is a modified version 
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ofthelndex-ofHomophooia (IOH:-Hudson & Ricketts, 1980). The [OH is a 25-item, 5-point, · 
Likert-scale (!=strongly agree; 5=strongly disagree) summated questionnaire with a score 
range from 0-100 (please refer to Appendix A). The IOH assesses degree of comfort in having 
same-sex sexual feelings and willingness to accept gay men and lesbians in professional and 
social situations. The IOH was updated for the current study such that "male homosexual" 
was replaced by "gay man" and "female homosexual" was replaced by "lesbian." Most of 
the questions on the IOH were rephrased in the current HQ to be specific to gay males except 
for two questions dealing specifically with interactions with lesbians. 
Data for the HQ were analyzed initially by factor analysis to identify common themes 
for the scale. The IOH was reported to be a unidimensional measure of homophobia (Hudson 
& Ricketts, 1980), but a factor analysis was performed to determine whether the index was in 
fact unidimensional for the participants in this study. Specifically, the matrix of item 
correlations was submitted to a principal components factor analysis followed by a varimax 
orthogonal rotation. In conjunction with examination of scree plots, four factors met the Kaiser-
Guttman retention criterion of eigenvalues greater than 1.0. Based on the values of percent of 
variance explained by the four factors, (see Table 4, Appendix G), a subsequent analysis was 
used to simplify the themes further. The final analysis and scree plots resulted in two factors 
that met the Kaiser-Guttman retention criterion: Comfort with Social Interactions and Comfort 
with Intimate Interactions (see Table 4, Appendix G). 
Total scores for the HQ were calculated by multiplying each participant's raw scores by 
the factor loadings from the rotated factor matrix (see Table 4, Appendix G), and then summing 
these values for each of the two factors. Thus, the ensuing total factor scores were summed to 
determine each participant's total homophobia score. While accurately reflecting the 
distribution of item variance across factors, this manner of calculating factor scores may be 
subjective to distortions based on characteristics of the sample. 
In the opinion of the author, high and low scores for the HQ were determined by 
splitting the scale at mid-point. In this study, the HQ was scored using participants' responses 
to items such that higher scores ( 50-100) indicated very little dread or discomfort around gay 
men and lesbians, and therefore a lesser degree of homophobia, whereas lower scores (0-50) 
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indicated greater -discomfort around gay men and lesbians. Items that were positively phrased 
toward gay men and lesbians were reverse-scored. 
Hudson and Ricketts (1980) found that the reliability of the IOH as computed by 
coefficient alpha was .90. Internal reliability estimates for the IOH, according to .Trezza (1994), 
were acceptable to quite high. Cronbach alpha values from Trezza's (1994) study ranged from 
.70 to .92 for the IOH. The reliability of the 25-item HQ as computed by coefficient alpha for 
this sample was .92. 
Counselor's degree of stigmatization. Counselor's degree of stigmatization was 
determined by scores on a modified version of the Professional Contact Questionnaire (PCQ; 
Crawford, Humfleet, Ribordy, Ho, & Vickers, 1991; Appendix B), as well as the Attitudes 
About AIDS scale (AAA; Trezza, 1994; Appendix C). Scores from these scales were added to 
determine each participant's degree of stigmatization toward HIV/ AIDS-infected persons. 
These two scales were used and the scores added together to compute each participant's 
stigmatization score because they provided more breadth of sampling of the relevant domains of 
stigmatization than was obtainable by either single questionnaire. 
The PCQ is a 6-item scale that assesses the degree of comfort a mental health 
professional would have ifhe or she were to work with an HIV/AIDS-infected individual in a 
clinical setting. Each item was rated on a 7-point Likert-type scale (l=very strongly agree; 
7=very strongly disagree). Five of the six items were used for this study because of difficulty 
deciphering the meaning of the sixth item, resulting in a score range of 5-35. In the opinion of 
the author, high and low scores were determined by splitting the scale at mid-point, such that 
scores from 5-22 showed more willingness to work with an HIV-positive client, and scores 
from 23-35 showed less willingness to work with an HIV-positive client. Data for the PCQ 
from this study were factor analyzed to determine if the five items were based on a single factor, 
as prior investigations treated each item separately (Crawford et al., 1991). The matrix of item 
correlations was submitted to a principal components factor analysis followed by a varimax 
orthogonal rotation. In conjunction with examination of the scree plot, this analysis resulted in 
one factor that met the Kaiser-Guttman retention criterion of eigenvalues greater than 1.0: 
Comfort in Professional Settings (see Table 5, Appendix G). 
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Items that were positively phrased regarding professional interactions with HIV-positive 
persons were reverse-scored. Total scores for the PCQ were calculated by multiplying each 
participant's raw scores by the factor loadings from the rotated factor matrix, and then swnming 
these values to determine each participant's stigmatization subscore (see Table 5, Appendix G). 
Higher scores indicated less tendency to stigmatize. The reliability of the 5-item PCQ as 
computed by coefficient alpha for this sample was .80. 
The Attitudes About AIDS scale (AAA; Trezza, 1994) is a 24-item questionnaire based 
on items used in other questionnaires about AIDS information (Bean, Keller, Newburg, & 
Brown, 1988; DiClemente, Zorn, & Temoshok, 1986; Hogan, 1988) to which participants 
responded on a 5-point Likert-type scale ranging from strongly agree (1) to strongly disagree 
(5) to assess their degree of stigmatization evidenced toward persons with AIDS. Total scores 
for the AAA range from 24-120. In the opinion of the author, high and low scores were 
determined by splitting the scale at mid-point, such that scores in the range of 24-72 indicated 
more stigmatization, and scores in the range of 73-120 indicated less stigmatization. 
Data from this study for the AAA were analyzed initially by factor analysis to determine 
the common themes associated with the scale. The matrix of item correlations was submitted to 
a principal components factor analysis followed by a varimax rotation. In conjunction with 
examination of the scree plot, the first factor analysis produced six factors that met the Kaiser-
Guttman retention criterion of eigenvalues greater than 1.0. Based on the percent of variance 
explained by the six factors, and in an effort to further reduce the instrument to the fewest 
number of meaningful factors, two subsequent factor analyses with the same procedure were 
performed. The final analysis and scree plots resulted in two factors that met the Kaiser-
Guttman retention criterion. They were called Social Stigmatization and Moral Stigmatization 
(see Table 6, Appendix G). 
Total scores for the AAA were calculated by multiplying each participant's raw scores 
by the factor loadings from the rotated factor matrix and then summing these values for each of 
the two factors (see Table 6, Appendix G). Then these total factor scores were summed to 
determine each participant's second stigmatization subscore. High scores on the AAA scale 
indicated less tendency to stigmatize. Items that were positively phrased toward AIDS-infected 
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individuals were reverse-scored. 
There are very limited data on the reliability and validity of the AAA; however, the 
internal reliability estimates, according to Trezza (1994), ranged from acceptable to high. 
Cronbach alpha values for the AAA ranged from .70 to .92 (Trezza, 1994). Other reliability and 
validity estimates for the AAA are unknown; however, the reliability of the 24-item AAA as 
computed by coefficient alpha for this sample was .90. 
Each participant's subscores for the PCQ and AAA were summed to compute their total 
stigmatization score. Thus, total stigmatization scores could range from 29-155. High and low 
scores were determined by splitting the scale at mid-point, such that scores that fell in the range 
of29-92 were considered to be high stigmatization, and scores that fell in the range of93-155 
were considered to be low stigmatization. The value of coefficient alpha for the combined 
stigmatization scale (PCQ + AAA) for this sample was .92. 
Likelihood of Breaching Confidentiality. Likelihood of breaching confidentiality was 
assessed by asking each participant to rate the likelihood that he/she would breach 
confidentiality after reading the presented vignette, using a 6-point Likert-type scale ( 1 =Very 
likely; 6=Very unlikely) (see Appendix E). In addition, participants were asked to indicate the 
degree of certainty they had in their decision using a 6-point Likert-type scale ( 1 =definitely do 
not have a duty to warn; 6=definitely have a duty to warn) (see Appendix E). 
Participants were also asked to indicate how comfortable they were with their decision using a 
6-point Likert-type scale (1 =very comfortable; 6=very uncomfortable) (see Appendix E). Mean 
scores for likelihood of breaching, certainty, and comfort were calculated for client type (see 
Table 10), level of remorse (see Table 11), and level of dangerousness (see Table 12). 
Procedure 
As indicated by the instructions on the survey questionnaire ( see Appendix D ), 
participants were instructed to read the vignette provided and to indicate whether they perceived 
enough information was presented to make a decision regarding breaching confidentiality, the 
likelihood they would breach confidentiality in that case, as well as the degree of certainty and 
comfort they had in their decision. Next, they were instructed to complete the homophobia 
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(HQ) and stigmatization (PCQ, AAA) questionnaires, and then fill out the demographic 
questionnaire. The order of presentation was the same for all participants, with the vignette 
occurring first. This order was used to minimize potential sensitization of participants to issues 
and concerns related to homophobia and stigmatization. After completing all materials, the 
participants were asked to return their packet in the postage-paid envelope provided. Participants 
were also asked to return their coded response card separately from the packet to determine who 
had not responded (and to assure anonymity), as well as to request a copy of the study's 
results. Participants who had not responded were sent reminder postcards approximately one 
month after the initial packets were sent out. A second mailing of questionnaire packets was 
sent to persons who had not participated for 5 of the 16 vignettes (Vignette # 1, #5, #8, # 11, and 
#16; see Table 3 for descriptions of the vignettes) approximately two weeks after the reminder 
postcards were sent. These persons were chosen because of the low response rates for those 
vignettes. Participants who returned response cards were entered in a drawing for two $50 gift 
certificates to a national bookstore chain for their participation. Please refer to the cover letter 
presented in Appendix I. 
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CHAPTER3.RESULTS 
Missing Data 
Fifteen cases were deleted prior to the analyses as a result of missing data. The 
following analyses were performed using the data provided by the remaining respondents (n = 
205). 
Influence of Client Contact and Perception of Sufficient Vignette Information 
Retrospective self-report (which was totaled by the author) of the total number ofHIV-
positive clients that were seen by the respondents in the last 3 years was 1,437 clients. 
To determine the association between contact with clients who are HIV-positive and 
homophobia and stigmatization, correlation coefficients were computed for the number of HIV-
positive individuals each participant had worked with in the last 3 years, respectively, as well as 
overall percentage of HIV-positive individuals that were in their current caseload. The 
correlations between number of HIV-positive persons with whom the psychologists had worked 
and degree of homophobia and stigmatization were respectively .03 and .13. Neither coefficient 
was significant. However, the correlations between percent of HIV-positive clients in current 
caseload and homophobia and stigmatization were respectively .14 (p = .04) and .23 (p = .001), 
which were significant relationships. These findings show that there is no significant 
association between number of HIV -positive clients worked with in the last three years and 
levels of homophobia and stigmatization for the participants in this study. However, there is a 
modest association between percent of HIV -positive clients in current caseload and levels of 
homophobia and stigmatization. Further, there were no significant correlations between the 
number of HIV -positive individuals with whom the respondents had worked in the last 3 years 
or percent of HIV-positive clients on current caseload and likelihood of breaching 
confidentiality. Means and standard deviations for number and percentage of HIV -positive 
clients with whom the psychologists had worked are presented in Table 7. 
Separate Analyses of Variance (ANOVA) were conducted to determine differences 
between psychologists who had experienced contact with HIV-positive clients (n = 115, 56%) 
and those who had never experienced contact with HIV-positive clients (n = 90, 44%) for 
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-- --degrees of homophobia, stigmatization, as well as responses for the thFee dependent va..~ables: 
likelihood of breaching confidentiality, degree of certainty, and degree of comfort. The results 
showed that psychologists who had not experienced contact with HIV-positive clients had 
higher degrees of homophobia and stigmatization than the psychologists who had 
experienced contact with HIV-positive clients, F(l, 203) = 4.15, p = .04; F(l, 203) = 10.94, p = 
.001. Additionally, those psychologists who had experienced contact with HIV-positive clients 
were significantly less likely to breach confidentiality than those psychologists who had not had 
such contact, F(l, 203) = 5.40, p = .02. There were also significant differences between these 
two groups for degree of certainty, F(l, 203) = 4.94, p = .03, such that psychologists with no 
contact with HIV-positive clients were more likely to respond that they did have a duty to breach 
confidentiality. There were no significant differences between these two groups for degree of 
comfort in their decision. 
The psychologists were also asked to respond to whether they perceived that enough 
information was provided in the vignettes to warrant a breach of confidentiality. Of the 220 
respondents, 89 (41 %) responded "no" and 130 (59%) responded "yes." A one-way 
ANOVA was computed to determine if there were differences in this perception of information 
between psychologists that had worked with HIV-positive clients in the last 3 years and those 
who had not, and it was not significant. Additionally, the correlation between degree of HIV-
positive client contact ( as indicated by the number of clients seen in last 3 years) and the 
perception that enough information was provided in the vignette to warrant a breach of 
confidentiality was .08, which was also non-significant. These findings indicate that there were 
no significant differences or associations between the perception that enough information was 
provided in the vignette to warrant a breach of confidentiality and the degree of HIV-positive 
client contact. 
S~parate one-way ANOV As were also conducted to determine whether the perception 
that enough information was presented in the vignette to warrant a decision regarding a breach 
of confidentiality influenced responses on the three dependent variables: likelihood of breaching 
confidentiality, certainty, and comfort. All three ANOVAs were significant: respectively, F(l, 
202) = 15.69, p < .01, F(l, 202) = 13.71, p < .01, F(l, 202) = 20.19, p < .01. These findings 
25 
indicate that the perception that enough information was provided within the vignette to warrant 
a breach in confidentiality did influence the respondents' decisions about the likelihood of 
breaching confidentiality and the certainty and comfort they felt about that decision. 
The respondents were also asked to rate how similar the vignette presented was to 
situations they actually have encountered in their practice (1 = very similar; 6 = very dissimilar), 
(M = 5.13, SD= 1.42) (see Appendix F). Most (n=l64, 80%) indicated that the vignette was 
either slightly, moderately, or very dissimilar to situations they have experienced. A one-way 
ANOVA was computed to determine if there were differences in ratings of similarity between 
psychologists who had experienced contact with HIV -positive clients and those who had not. 
The F-test was significant, F(l, 196) = 11.25, p < .01, indicating that psychologists who had 
experienced contact with HIV-positive clients rated the vignettes as being more similar to 
situations encountered in their practice as compared to psychologists who had not experienced 
such contact. This suggests that the vignettes may have captured some facets of the real-world 
situations that are confronted while working with HIV-positive clients. 
Table 7. Frequency Table for Number and Percent of HIV-positive client contact 
Mean Median Mode SD Range 
In the past 3 years, approximately 
how many clients have you 
worked with that were 
HIV-positive? 6.50 1.00 .00 22.88 0-250 
Please estimate the percentage 
of clients on your current 
caseload that are HIV-positive. 2.00 .00 .00 6.41 0-69 
Note: n = 205 
Respondent Homophobia & Stigmatization 
Respondent homophobia and stigmatization were significantly correlated (r = .76, p = 
.000). Additionally, likelihood of breaching confidentiality was moderately significantly 
correlated with homophobia (r = .20, p = .005) and stigmatization (r = .19, p = .007). 
As previously noted, high and low scores for the HQ were determined by splitting the 
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scale at mid-point, such that scores in the range of 0-50 on the HQ were considered to be high 
homophobia, and scores in the range of 50-100 were considered to be low homophobia. The 
psychologists in this study were relatively non-homophobic (HQ: M = 75.89, SD= 11.75). 
These results suggest that they report having little fear of social or intimate contact with gay 
men or lesbians. 
Also previously noted, scores from the AAA and PCQ were added to achieve a total 
stigmatization score. Thus, total stigmatization scores could range from 29-155. High and low 
scores were determined by splitting the scale at mid-point, so that scores that fell in the range of 
29-92 were considered to be high stigmatization, and scores that fell in the range of 93-155 
were considered to be low stigmatization. The respondent psychologists were somewhat 
stigmatizing of persons with AIDS overall (M = 91.75, SD= 11.31). 
For the AAA, scores between 24-72 were labeled as high stigmatization, and scores 
between 73-120 were labeled as low stigmatization. The mean score for the AAA was 73.84 
(SD= 8.74), meaning that these psychologists reported some degree of social and moral 
contempt evidenced toward HIV-infected individuals; however, they would just fall into the 
category of low stigmatization. 
For the PCQ, scores between 5-22 were labeled as more willingness to work with an 
HIV-positive client and scores between 23-35 were labeled as less willingness to work with an 
HIV-positive client. The mean score for the PCQ was 17.91 (SD= 3.43), meaning that they 
were relatively willing to work clinically with an HIV-positive person. These results suggest that 
despite their somewhat stigmatizing beliefs and values about HIV-positive persons, they report 
willingness to work with this population. A complete frequency table for homophobia and 
stigmatization is presented in Table 8. 
Intercorrelations between the independent variables, dependent variables, and covariates 
are presented in Table 9, Appendix G. 
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Table 8. Frequency Table for Homophobia, Stigmatization, HQ, PCQ, and AAA 
Variable Mean Median Mode SD Range Possible Score 
Homophobia 
HQ 75.89 75.26 74.85 11.75 29.39-99.75 0-100 
Stigmatization 91.75 91.89 84.61 11.31 45.70-112.57 29-155 
PCQ 17.91 17.58 23.52 3.43 6.28-23.5 5-35 
AAA 73.84 74.71 68.91 8.74 39.49-89.05 24-120 
Note: n = 205 
Data Analysis 
There were two phases of data analysis. The initial phase involved an omnibus 
Multivariate Analysis of Covariance (MANCOVA, Tabachnick & Fidell, 2001) analysis, which 
included all main effects and 2-way interactions, followed by a second phase. This second 
phase of analysis, also a MANCOV A, was more focused and involved only the main effects and 
2-way interactions that were found to be significant in the first analysis. 
Omnibus Analysis. Initially, a 4 ( client type: homosexual, bisexual, heterosexual, IDU) 
X 2 (level of client dangerousness: high, low) X 2 (level of client remorse: remorseful, not 
remorseful) MANCOV A with homophobia and stigmatization as covariates was conducted to 
assess potential differences in the three dependent variables: likelihood of breaching 
confidentiality, degree of certainty, and degree of comfort. For purposes of the analysis, the total 
scores for the two covariates were multiplied in order to determine if there was a significant 
interaction. This new created interaction term was titled "homostig," and will be labeled as such 
throughout this section. 
This omnibus and complete analysis, one which included all main effects and all 2-way 
interactions, indicated that there were no significant multivariate main effects or interactions. 
Separate univariate F-tests on each of the dependent variables indicated that there were 
significant effects for stigmatization on certainty, F(l, 174) = 5.02, p = .03, 112 = .03, and 
likelihood of breaching confidentiality, F( 1, 174) = 5.39, p = .02, 112 = .03. Similar results were 
found for homophobia, which showed significant univariate F-tests for certainty, F (1, 174) = 
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4.01, p = .05, 112 = .02, and for likelihood ofbreaching confidentiality, F (1, 174) = 3.98, p = 
.05, 112 = .02. Neither stigmatization nor homophobia had significant univariate effects on 
comfort. Significant univariate effects were also found for level of client remorse on certainty, F 
(1, 174) = 4.80, p = .03, 112 = .03, but not for likelihood of breaching confidentiality or comfort. 
Client type and level of client dangerousness had no significant separate univariate effects for 
this analysis. 
For the interactions within this first complete analysis, there were significant univariate 
effects of remorse X stigmatization, remorse X homophobia, and remorse X homostig on 
certainty, respectively, F (1, 174) = 4.81, p = .03, 112 = .03; F (1, 174) = 5.56, p = .02, 112 = .03; 
F (1,1 74) = 5.87, p = .02, 112 = .03, but not on likelihood ofbreaching confidentiality or 
comfort. The client type X homophobia interaction showed significant univariate effects for 
likelihood of breaching confidentiality, F(3, 174) = 3.01, p = .03, 112 = .05, but not for certainty 
or comfort. The univariate effects for the interaction of the two covariates, homophobia X 
stigmatization, were significant for certainty, F(l, 174) = 5.73, p = .02, 112 = .03, and likelihood 
of breaching confidentiality, F(l, 174) = 5.81, p = .02, 112 = .03, but not for comfort. There were 
also a large number of multivariate and univariate non-significant interactions, including those 
for danger X homostig, danger X stigmatization, danger X homophobia, danger X remorse, 
client type X homostig, client type X stigmatization, client type X remorse, and client type X 
danger. 
Focused Analysis. Given the complexity ofthis model, a second, more focused 
MANCOVA was conducted. Omitted from this analysis were those interactions that were 
identified above as not significant for both the multivariate and univariate tests, except for the 
interactions for client type X homostig and client type X stigmatization. These interaction terms 
were included in the second analysis because they were thought to be fundamental to the 
research questions. In addition, it was desirable to determine if the large number of terms in the 
previous analysis influenced their multivariate and univariate significance tests. 
The estimates of power for the three dependent variables with 95% probability were as 
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follows: likelihood of breaching confidentiality, .99; certainty about breaching, .98; comfortable 
about breaching, .4 7. These values suggest that the variables in the analysis were effective at 
predicting likelihood of breaching confidentiality and certainty about breaching, but were less 
effective at predicting comfort. 
In this second and more focused MANCOV A, multivariate tests of significance showed 
the main effects for client type, homophobia, stigmatization, and remorse were not significant. 
However, the main effect for level of client dangerousness was significant, Wilks' A= .88, F(3, 
182) = 8.43, p < .01, 112 = .12. As in the first analysis, none of the multivariate interaction 
effects from the second MANCOV A were significant. 
Unlike the first analysis, univariate F-tests for homophobia and level of client remorse 
for the second MANCOV A were not significant for likelihood of breaching confidentiality, 
certainty, or comfort. Univariate F-tests for client type were not significant for certainty or 
comfort, which was previously found. However, client type did how a significant univariate 
effect in the second analysis on likelihood of breaching confidentiality, F(3, 184) = 3.13, p = 
.03, 112 = .05. For stigmatization, non-significant univariate F-tests were found for certainty and 
comfort ( certainty was significant in the first analysis), and significant results were also found 
for likelihood of breaching confidentiality, F(l, 184) = 4.09, p = .05, 112 = .02, a finding similar 
to that in the first analysis. 
For level of client dangerousness, which had no significant univariate F-test results in 
the first analysis, univariate F-tests for the second analysis were found to be significant for 
likelihood of breaching confidentiality, F(l, 184) = 20.20, p < .01, 112 = .10, and certainty, F(l, 
184) = 15.87, p < .01, 112 = .08, but were not significant for comfort. 
The univariate effects of the interactions in the second analysis produced no significant 
univariate F-tests for remorse X stigmatization, remorse X homophobia, or remorse X homostig 
for any of the three dependent variables. However, these three interaction terms each had 
significant univariate effects on certainty in the first analysis. 
For the client type X stigmatization interaction, univariate F-tests for certainty and 
comfort were not significant, but were significant for likelihood of breaching confidentiality, 
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F(3, 184) = 2.82, p = .04, 112 = .04. In addition, the client type X homostig interaction showed a 
significant univariate effect for likelihood ofbreaching confidentiality, F(3, 184) = 3.37, p = .02, 
112 = .05, but not for certainty or comfort. Univariate F-tests for these two interactions were all 
non-significant in the first analysis. Similar to the results of the first analysis, non-significant 
univariate F-tests were also found for the client type X homophobia interaction on certainty and 
comfort, but a significant univariate effect was found for likelihood of breaching confidentiality, 
F(3, 184) = 3.75, p = .01, 112 = .06. 
The interaction between the two covariates, homophobia X stigmatization, produced 
significant results for likelihood ofbreaching confidentiality, F(l, 184) = 4.61, p = .03, 112 = 
.02, but not for certainty or comfort in the second analysis. The univariate effects were 
significant for both likelihood of breaching confidentiality and certainty in the first analysis. 
Additional analyses--nine separate, one-way ANOV As--were also conducted, one for 
the effect of each independent variable ( client type, degree of dangerousness and degree of 
remorse) on each dependent variable (likelihood of breaching confidentiality, degree of certainty 
and degree of comfort). The results from the three ANOVAs for client type yielded no 
significant differences when comparing group means for likelihood of breaching confidentiality, 
degree of certainty, or degree of comfort (see Table 10 for means and standard deviations). 
Similarly, the results from the three ANOVAs for level of client remorse indicated that 
there were no significant differences between groups for likelihood of breaching confidentiality, 
degree of certainty, or degree of comfort (see Table 11 for means and standard deviations). 
However, the results from the three ANOV As for degree of client dangerousness 
indicated that there were significant differences between groups for likelihood of breaching 
confidentiality, F(l, 203) = 11.89, p < .0 I, 112 = .06, and degree of certainty, F(l, 203) = 7.62, p 
< .01, 112 = .05, but there were no significant differences for degree of comfort (see Table 12 for 
means and standard deviations). 
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Table 10. Means and Standard deviations for independent variable Client Type 
Likely Comfort Certain 
Client type M SD M SD M SD 
Homosexual 3.28 1.81 3.49 1.68 3.91 1.69 
Bisexual 3.47 2.03 3.02 1.63 3.73 1.73 
Heterosexual 3.54 2.04 3.11 1.59 3.65 1.69 
IDU 3.24 1.93 3.46 1.56 3.86 1.44 
Note: Likely (1 = very likely, 6 = very unlikely); Comfort (1 = very comfortable, 6 = very uncomfortable); 
Certain (1 = definitely do not have a duty to warn, 6 = definitely do have a duty to warn). 
Table 11. Means and Standard deviations for independent variable Level of Remorse 
Remorseful? 
No 
Yes 
Likely 
M SD 
3.39 1.94 
3.36 1.95 
Comfort 
M SD 
3.37 1.64 
3.21 1.60 
Certain 
M SD 
3.81 1.61 
3.78 1.65 
Note: Likely (1 = very likely, 6 = very unlikely); Comfort (1 = very comfortable, 6 = very uncomfortable); 
Certain ( 1 = definitely do not have a duty to warn, 6 = definitely do have a duty to warn). 
Table 12. Means and Standard deviations for independent variable Level of Dangerousness 
Level of Dangerousness 
High 
Low 
Likely 
M SD 
2.95 1.87 
3.86 1.91 
Comfort 
M SD 
3.35 1.67 
3.21 1.56 
Certain 
M SD 
4.08 1.55 
3.46 1.66 
Note: Likely (1 = very likely, 6 = very unlikely); Comfort (1 = very comfortable, 6 = very uncomfortable); 
Certain ( 1 = definitely do not have a duty to warn, 6 = definitely do have a duty to warn). 
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CHAPTER 4. DISCUSSION 
This study addressed several questions: to what degree would counselor homophobia 
and stigmatization influence willingness to breach confidentiality with an HIV-positive client if 
the threat of infection to a third party existed? What role does HIV-positive client contact play 
in this decision-making process? Does the degree of client dangerousness matter in breaching 
confidentiality with HIV-positive clients? 
McGuire et al. ( 1995) found that increased levels of counselor homophobia resulted in 
an increased willingness to breach confidentiality with HIV-positive persons for their 
psychologist sample. Based on these results, it was hypothesized that a similar result would be 
found for the psychologists in this study. A significant univariate effect of homophobia on 
likelihood of breaching confidentiality was barely significant in the first analysis, and was not 
significant in the second analysis. This inconsistency could be the result of too many variables 
in the first analysis. These results indicate that the level of counselor homophobia did not 
influence one's willingness to breach confidentiality with a hypothetical HIV-positive client 
when the threat of passing the disease to a third person existed. 
It was also hypothesized that higher degrees of counselor stigmatization would increase 
likelihood of breaching confidentiality, and significant univariate effects were found for 
stigmatization on likelihood of breaching confidentiality. These results indicate that for the 
psychologists in this study, the level of stigmatization that they endorsed did influence the 
likelihood that they would breach confidentiality. Psychologists with more highly stigmatizing 
beliefs were more likely to breach confidentiality than psychologists who endorsed less 
stigmatizing beliefs. The level of stigmatization as computed by mean scores on the AAA was 
higher for the psychologists in this sample as compared to the psychologists in the study by 
Trezza ( 1994). Crawford et al. ( 1991) found that the psychologists in their sample consistently 
indicated that they did not want to provide services to HIV-positive individuals, based on their 
responses to items on the PCQ. The results from the PCQ in this study indicate that despite the 
somewhat high level of stigmatizing beliefs that these psychologists endorsed, they were still 
quite willing to work with HIV-positive persons in the therapy setting. 
Additionally, it was hypothesized that psychologists with more contact with HIV-
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positive persons in the work setting would hold beliefs that were less stigmatizing and 
homophobic, based in part on the findings of Trezza (1994). Trezza (1994) found that for both 
psychologists and students, more direct experience with gay, lesbian, and bisexual persons 
predicted lower levels of homophobia, and lower reported levels of homophobia predicted less 
stigmatizing attitudes toward persons with AIDS. The number of HIV-positive clients with 
whom the psychologists had worked in the past 3 years and degrees of homophobia and 
stigmatization were not significantly correlated. However, the percent of HIV-positive clients on 
the psychologists' current caseloads and degrees of homophobia and stigmatization were 
significantly correlated, suggesting that the types of clients on one's current caseload may 
influence one's beliefs and values. This finding may also be explained in that persons with 
lower degrees of homophobia and stigmatization may be more willing to take on HIV-positive 
clients in the first place. 
Additionally, separate ANOVA analyses showed that psychologists who had no contact 
with HIV-positive clients had higher levels of homophobia and stigmatization as compared to 
those psychologists who had experienced contact with HIV-positive clients. Furthermore, 
Totten et al. (1990) found that psychologists who had experienced direct contact with HIV-
positive persons were less likely to breach confidentiality as compared to those who had not 
experienced such contact. For the psychologists in this study, a similar result was found, and 
those psychologists who had past contact with HIV -positive clients were significantly less likely 
to breach confidentiality than their peers who had not had such contact. 
The impact oflevel of client dangerousness on likelihood of breaching confidentiality 
was the most consistent finding in this study. Totten et al. (1990) and McGuire et al. (1995) 
found that psychologists were more willing to breach confidentiality with an HIV-positive client 
depicted as being highly dangerous than with an HIV-positive client depicted as being less 
dangerous. A similar finding was found for this psychologist sample, in that psychologists 
reported that they were more likely to breach confidentiality in vignettes which presented an 
HIV-positive client participating in highly risky behavior (not using safe sex procedures or 
sharing needles) as compared to an HIV-positive client participating in relatively safe behavior 
(using safe sex procedures or not sharing needles). 
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The findings for the impact of client type of breaching confidentiality were rather 
unclear. The results showed no significant differences between client type groups for likelihood 
of breaching confidentiality, but there was a significant univariate effect of client type on 
· likelihood of breaching confidentiality. Given the vast number of variables that were involved in 
the larger MANCOVA analysis, it is possible that a significant univariate effect was found, 
when in reality, no such effect exists. This phenomenon is referred to as "Simpson's 
paradox," in which the effects oflurking variables can strongly influence the relationships 
between two variables (Moore & McCabe, 1999). The one-way ANOV A analysis that followed 
showed no differences between groups, and it would not have been complicated or influenced 
by other variables in the analysis. Given this inconsistency, it is most likely the case that client 
type did not influence likelihood of breaching confidentiality for this psychologist sample. This 
result may be showing a shift in attitudes, with a growing acceptance toward alternate lifestyles. 
Strengths and Weaknesses 
The response rate goal of 50% was not achieved; however, the sample consisted of an 
ample number of participants from each of the geographical regions as determined by the AP A. 
The percent of questionnaires that were sent to each region was very similar to the percent that 
were received from each region, resulting in a geographically representative sample of licensed 
psychologists from the United States. In addition, the sample included almost equal numbers of 
male and female psychologists. The experience level of the respondents is certainly a strength 
for this study, with these psychologists averaging 21.4 years of clinical experience. By 
comparing the characteristics of the psychologists in this study to those for all currently 
practicing AP A members (AP A, 1999), the sample was determined to be representative in terms 
of gender, practice setting, and experience. However, the generalizability of these results to other 
ethnic groups is uncertain and should be exercised with great caution, taking into account that 
the psychologists in this study were overwhelmingly Caucasian. 
It was disappointing, however, that almost half of these professionals had very little to 
no contact with HIV-positive clients, and thus the vignettes presented to them were very unlike 
situations they encounter in their general practice. This is cause for great concern, primarily 
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because the epidemiological studies by Bing et al. (2001) and Burnam et al. (2001) describe 
the vast numbers of HIV-positive individuals that are in need of psychiatric services for a variety 
of psychological ailments that are often concurrent with their HIV status. If these seasoned, 
experienced clinical and counseling psychologists that describe their primary activities as health 
and mental health services are not working with this population, who is? Further research could 
be conducted to determine if the HIV-positive population is receiving the kind of mental health 
care that is necessitated by the degree of psychological problems they are often facing. 
However, more than half of these psychologists did have contact with HIV-positive clients, thus 
the results may generalize to some degree to psychologist-clinicians who work with HIV-
positive individuals. 
Implications of Results 
It is quite obvious that mental health professionals who may have the opportunity to be 
working with the HIV-positive and/or AIDS population will have to evaluate their own attitudes 
before determining their readiness or willingness to do so. The societal fears and stigmas about 
HIV and AIDS, homosexuals, and IDUs also tend to evoke a counselor's beliefs, biases, and 
fears about not only the disease, but also about death, alternate lifestyles, and sexual behaviors. 
It is imperative that the psychologist look at his or her own beliefs in advance, as there is great 
likelihood of harm to the client and the therapeutic relationship as a result of an unaccepting or 
invalidating therapeutic environment. 
In addition, the application of Tarasoff principles to cases involving an HIV-positive 
client are very ambiguous, and they differ by jurisdiction, as indicated by Chenneville (2000). 
Psychologists rarely have clear-cut guidelines to take into consideration when they encounter a 
situation where the threat of infection to a third party exists, which leads to a state of confusion 
as to what appropriate action should be taken. There are consequences on both sides of this 
controversial issue, including possible harm to the client, harm to the third party, and harm to the 
therapist-client relationship. Further research could be conducted to help develop evolving 
guidelines to aid the individual clinician's decision-making in the face of the inevitable 
ambiguity which accompanies these cases. 
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As stated previously, the likelihood of providing psychological services to an HIV-
positive client in the future is increasing, yet the recommendations by state for how to deal with 
a dangerous HIV-positive client are quite varied, and often ambiguous. Many of the 
psychologists in this sample responded that they had no idea what the statutory guidelines for 
their state were for breaching confidentiality with HIV-positive clients. For practicing mental 
health services providers, it seems important to educate oneself about these policies, especially 
given the vast numbers of persons in this population who are in need of psychiatric services. 
Implications for Future Research 
While this study provided information pertinent to clinician decision-making processes 
regarding breaching confidentiality with HIV-positive clients, there are many other areas within 
this complex area of research which may warrant further investigation. The impact of degree of 
client dangerousness has been shown in many previous studies (Totten et al., 1990; McGuire et 
al., 1995) and in this study to be a very important factor in the clinician's decision-making 
process about whether to breach confidentiality with an HIV-positive client. However, in each of 
these studies, the level of client dangerousness was a dichotomous variable, and the clients were 
listed as either dangerous or not dangerous. The level of dangerousness that HIV-positive 
clients could present with exists on a continuum, and it is not known at what point these clients 
would be considered "dangerous enough" to warrant breaching confidentiality. Further 
research would be helpful to determine which facets of dangerousness are most important in 
making decisions about breaching confidentiality with HIV-positive persons (i.e., number of 
partners, level of dangerous behavior, or level of willingness to disclose HIV status to partners). 
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APPENDIX A: HOMOPHOBIA QUESTIONNAIRE 
The following questionnaire will assess your thoughts about gay men and lesbians. This is 
not a test, so there are no right or wrong answers. Please respond to each of the following 
statements as carefully and accurately as you can by circling the number that corresponds with 
your choice: 
1. I would feel comfortable working closely with a gay man. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
2. I would enjoy attending social functions at which gay men were present. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
3. I would feel uncomfortable if I learned that my neighbor was a gay man. 
2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
4. If a member of my sex made a sexual advance toward me I would feel angry. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
5. I would feel comfortable knowing that I was attractive to members of my sex. 
1 2 3 4 5 
Strongly Agree Neither Agree 
Agree nor Disagree 
6. I would feel uncomfortable being seen in a gay bar. 
Disagree Strongly 
Disagree 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
7. I would feel comfortable if a member of my sex made an advance toward me. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
8. I would be comfortable if I found myself attracted to a member of my sex. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree 
Agree nor Disagree 
9. I would feel disappointed ifl learned that my child was gay. 
2 3 4 
Strongly Agree Neither Agree Disagree 
Agree nor Disagree 
10. I would feel nervous being in a group of gay men. 
1 2 3 4 
Strongly Agree Neither Agree Disagree 
Agree nor Disagree 
Strongly 
Disagree 
5 
Strongly 
Disagree 
5 
Strongly 
Disagree 
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11. I would feel comfortable knowing that my clergyman was a gay man. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree 
Agree nor Disagree 
12. I would be upset ifl learned that my brother or sister was gay. 
1 2 3 4 
Strongly 
Disagree 
5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
13. I would feel that I had failed as a parent if I learned that my child was gay. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
14. If I saw two men holding hands in public I would feel disgusted. 
2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
15. If a member of my sex made an advance toward me I would be offended. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
16. I would feel comfortable ifl learned that my daughter's teacher was a lesbian. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
17. I would feel uncomfortable if I learned that my spouse or partner was attracted to members of 
his or her sex. 
2 3 4 
Strongly Agree Neither Agree Disagree 
Agree nor Disagree 
18. I would feel at ease talking with a gay man at a party. 
5 
Strongly 
Disagree 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
19. I would feel uncomfortable if I learned that my boss was a gay man. 
2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
20. It would not bother me to walk through a predominantly gay neighborhood. 
2 3 4 5 
Strongly Agree Neither Agree Disagree 
Agree nor Disagree 
21. It would disturb me to find out that my doctor was gay. 
1 2 3 4 
Strongly 
Agree 
Agree Neither Agree 
nor Disagree 
Disagree 
Strongly 
Disagree 
5 
Strongly 
Disagree 
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22. I would feel comfortable ifl learned that my best friend of my sex was gay. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
23. If a member of my sex made an advance toward me I would feel flattered. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
24. I would feel uncomfortable knowing that my son's male teacher was a gay man. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree 
Agree nor Disagree 
25. I would feel comfortable working closely with a lesbian. 
1 2 3 4 
Strongly 
Agree 
Agree Neither Agree 
nor Disagree 
Disagree 
Strongly 
Disagree 
5 
Strongly 
Disagree 
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APPENDIX B: PROFESSIONAL CONTACT QUESTIONNAIRE 
The following questionnaire will assess your thoughts about possible professional 
interactions with persons with AIDS. Please respond to the following statements as carefully and 
accurately as you can by circling the number that corresponds with your choice: 
1. I would accept a person with AIDS for treatment. 
1 2 3 4 5 
Very Strongly Agree Neither Disagree 
Strongly Agree Agree nor 
Agree Disagree 
2. I would refer a person with AIDS out to another clinician. 
1 2 3 4 5 
Very Strongly Agree Neither Disagree 
Strongly Agree Agree nor 
Agree Disagree 
3. I would be uncomfortable working with a person with AIDS. 
1 2 3 4 5 
Very Strongly Agree Neither Disagree 
Strongly Agree Agree nor 
Agree Disagree 
4. I would make less physical contact with a person with AIDS. 
6 
Strongly 
Disagree 
6 
Strongly 
Disagree 
6 
Strongly 
Disagree 
7 
Very 
Strongly 
Disagree 
7 
Very 
Strongly 
Disagree 
7 
Very 
Strongly 
Disagree 
1 2 3 4 5 6 7 
Very Strongly Agree Neither Disagree Strongly Very 
Strongly Agree Agree nor Disagree Strongly 
Agree Disagree Disagree 
5. I would display less empathy for a client with AIDS than for a client without AIDS. 
Very 
Strongly 
Agree 
2 3 4 5 6 7 
Strongly Agree Neither Disagree Strongly Very 
Agree Agree nor Disagree Strongly 
Disagree Disagree 
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APPENDIX C: ATTITUDES ABOUT AIDS SCALE 
The following questionnaire will assess your thoughts regarding persons with AIDS. 
Please respond to the following statements as carefully and accurately as you can by circling the 
number that corresponds with your choice: 
I . A hospital worker should not be required to work with AIDS patients. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree 
Agree nor Disagree 
2. AIDS is God's punishment for immorality. 
1 2 3 4 
Strongly Agree Neither Agree Disagree 
Agree nor Disagree 
3. AIDS patients offend me morally. 
1 2 3 4 
Strongly Agree Neither Agree Disagree 
Agree nor Disagree 
4. Having a coworker with AIDS would not bother me. 
1 2 3 4 
Strongly 
Disagree 
5 
Strongly 
Disagree 
5 
Strongly 
Disagree 
5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
5. Doctors and blood donation centers should be required to report to federal health officials the 
names of all those who have tested positive for HIV antibodies. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
6. Laws should be passed that require all persons getting married to be tested for antibodies to the 
AIDS virus. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
7. If I learned that someone I knew had AIDS, it would be hard for me to continue my friendship 
with that person. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
8. Intravenous drug abusers have no concern for their own health, and so we should not waste 
financial or medical resources on caring for them if they develop AIDS. 
1 2 3 4 
Strongly Agree Neither Agree Disagree 
Agree nor Disagree 
9. Homosexuals who get AIDS have gotten what they deserve. 
1 2 3 4 
Strongly Agree Neither Agree Disagree 
Agree nor Disagree 
5 
Strongly 
Disagree 
5 
Strongly 
Disagree 
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10. Most AIDS patients would not want to infect other people deliberately. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
11. Legislation should be passed to protect the civil rights of AIDS patients. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
12. A person who knows he has AIDS and who continues to engage in unprotected sex should be 
charged with murder. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
13. Children infected at birth and recipients of contaminated blood transfusions are the only 
"innocent" AIDS victims. 
2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
14. Quarantine of people with AIDS is a good idea to protect the rest of the general public. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
15. I would take care of a family member or close friend who came down with AIDS. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
16. I would not eat at a restaurant where a known carrier of the AIDS virus worked. 
2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
I 7. Insurance companies should not be allowed to require that potential policyholders take an 
HIV antibody test. 
2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
18. People who get AIDS from blood transfusions should be allowed to sue the donors. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree 
Agree nor Disagree 
19. Teachers who have AIDS should be restricted from teaching. 
Strongly 
Disagree 
1 · 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
20. To protect other students, students who have AIDS should be kept out of the classrooms. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
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21. Homosexuals and IV drug users are responsible for the spread of AIDS. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
22. Safer sex education should not be allowed in public schools if it mentions condoms or 
appears to condone non-marital sexual activity. 
1 2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
23. The high cost of treating AIDS patients is unfair to other people in need. 
2 3 4 5 
Strongly Agree Neither Agree Disagree Strongly 
Agree nor Disagree Disagree 
24. It is dangerous to have too much social contact with people who may have AIDS, especially 
homosexual men and IV drug abusers. 
1 2 3 
Strongly 
Agree 
Agree Neither Agree 
nor Disagree 
4 
Disagree 
5 
Strongly 
Disagree 
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APPENDIX D: VIGNETTES 
Please read the following case description and place yourself in the role of a counselor working 
with this individual. 
Hi&h dan2erousness, not remorseful 2ay male 
Mark is an HIV-positive gay male and has been in counseling for four sessions. He 
confides in his therapist that he has been engaging in frequent, highly risky sexual behavior 
(unprotected sex without condoms) with his current partner and two other persons. Mark knows 
the risks of infecting others through sexual contact, sharing needles, or donating blood, but is 
unwilling to share his diagnosis with the persons he is possibly putting at risk. Mark is not feeling 
remorseful about his behavior, and he plans on continuing to engage in these risky sexual 
behaviors. 
Hi&h dan2erousness, remorseful 2ay male 
Mark is an HIV-positive gay male and has been in counseling for four sessions. He 
confides in his therapist that he has been engaging in frequent, highly risky sexual behavior 
(unprotected sex without condoms) with his current partner and two other persons. Mark knows 
the risks of infecting others through sexual contact, sharing needles, or donating blood, but is 
unwilling to share his diagnosis with the persons he is possibly putting at risk. Mark is feeling 
remorseful about his behavior, but he plans on continuing to engage in these risky sexual 
behaviors. 
Low dan2erousness, not remorseful 2ay male 
Mark is an HIV-positive gay male and has been in counseling for four sessions. He 
confides in his therapist that he has been engaging in frequent, but protected sexual behavior 
(protected sex with condoms) with his current partner and two other persons. Mark knows the 
risks of infecting others through sexual contact, sharing needles, or donating blood, but is 
unwilling to share his diagnosis with the persons he is possibly putting at risk. Mark is not feeling 
remorseful about his behavior, and he plans on continuing to engage in these sexual behaviors. 
Low dan2erousness, remorseful 2ay male 
Mark is an HIV -positive gay male and has been in counseling for four sessions. He 
confides in his therapist that he has been engaging in frequent, but protected sexual behavior 
(protected sex with condoms) with his current partner and two other persons. Mark knows the 
risks of infecting others through sexual contact, sharing needles, or donating blood, but is 
unwilling to share his diagnosis with the persons he is possibly putting at risk. Mark is feeling 
remorseful about his behavior, but he plans on continuing to engage in these sexual behaviors. 
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Hi2h dan2erousness, not remorseful bisexual male 
John is an HIV-positive bisexual male and has been in counseling for four sessions. He 
confides in his therapist that he has been engaging in frequent, highly risky sexual behavior 
-(unprotected sex without condoms)-with-his-eurrent partner and two other persons. John ki-i.ows 
the risks of infecting others through sexual contact, sharing needles, or donating blood, but is 
unwilling to share his diagnosis with the persons he is possibly putting at risk. John is not feeling 
remorseful about his behavior, and he plans on continuing to engage in these risky sexual 
behaviors. 
Hi2h dan2erousness, remorseful bisexual male 
John is an HIV-positive bisexual male and has been in counseling for four sessions. He 
confides in his therapist that he has been engaging in frequent, highly risky sexual behavior 
(unprotected sex without condoms) with his current partner and two other persons. John knows 
the risks of infecting others through sexual contact, sharing needles, or donating blood, but is 
unwilling to share his diagnosis with the persons he is possibly putting at risk. John is feeling 
remorseful about his behavior, but he plans on continuing to engage in these risky sexual 
behaviors. 
Low dan2erousness, not remorseful bisexual male 
John is an HIV-positive bisexual male and has been in counseling for four sessions. He 
confides in his therapist that he has been engaging in frequent, but protected sexual behavior 
(protected sex with condoms) with his current partner and two other persons. John knows the 
risks of infecting others through sexual contact, sharing needles, or donating blood, but is 
unwilling to share his diagnosis with the persons he is possibly putting at risk. John is not feeling 
remorseful about his behavior, and he plans on continuing to engage in these sexual behaviors. 
Low dan2erousness, remorseful bisexual male 
John is an HIV-positive bisexual male and has been in counseling for four sessions. He 
confides in his therapist that he has been engaging in frequent, but protected sexual behavior 
(protected sex with condoms) with his current partner and two other persons. John knows the 
risks of infecting others through sexual contact, sharing needles, or donating blood, but is 
unwilling to share his diagnosis with the persons he is possibly putting at risk. John is feeling 
remorseful about his behavior, but he plans on continuing to engage in these sexual behaviors. 
Hi2h dan2erousness, not remorseful heterosexual male 
James is an HIV-positive heterosexual male and has been in counseling for four sessions. 
He confides in his therapist that he has been engaging in frequent, highly risky sexual behavior 
(unprotected sex without condoms) with his current partner and two other persons. James knows 
the risks of infecting others through sexual contact, sharing needles, or donating blood, but is 
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unwilling to share his diagnosis with the persons he is possibly putting at risk. James is not feeling 
remorseful about his behavior, and he plans on continuing to engage in these risky sexual 
behaviors. 
Hieb daneerousness, remorseful heterosexual male 
James is an HIV-positive heterosexual male and has been in counseling for four sessions. 
He confides in his therapist that he has been engaging in frequent, highly risky sexual behavior 
(unprotected sex without condoms) with his current partner and two other persons. James knows 
the risks of infecting others through sexual contact, sharing needles, or donating blood, but is 
unwilling to share his diagnosis with the persons he is possibly putting at risk. James is feeling 
remorseful about his behavior, but he plans on continuing to engage in these risky sexual 
behaviors. 
Low daneerousness, not remorseful heterosexual male 
James is an HIV-positive heterosexual male and has been in counseling for four sessions. 
He confides in his therapist that he has been engaging in frequent, but protected sexual behavior 
(protected sex with condoms) with his current partner and two other persons. James knows the 
risks of infecting others throug~ sexual contact, sharing needles, or do!}~!_ing blood, but is 
unwilling to share his diagnosis with the persons he is possibly putting at risk. James is not feeling 
remorseful about his behavior, and he plans on continuing to engage in these sexual behaviors. 
Low daneerousness, remorseful heterosexual male 
James is an HIV-positive heterosexual male and has been in counseling for four sessions. 
He confides in his therapist that he has been engaging in frequent, but protected sexual behavior 
(protected sex with condoms) with his current partner and two other persons. James knows the 
risks of infecting others through sexual contact, sharing needles, or donating blood, but is 
unwilling to share his diagnosis with the persons he is possibly putting at risk. James is feeling 
remorseful about his behavior, but he plans on continuing to engage in these sexual behaviors. 
Hieb daneerousness, not remorseful intravenous drue user 
Jack is an HIV-positive intravenous drug user and has been in counseling for four 
sessions. He confides in his therapist that he has been engaging in frequent, highly risky drug 
behavior (sharing needles) with his current partner and two other persons. Jack knows the risks of 
infecting others through sexual contact, sharing needles, or donating blood, but is unwilling to 
share his diagnosis with the persons he is possibly putting at risk. Jack is not feeling remorseful 
about his behavior, and he plans on continuing to engage in these risky drug behaviors. 
Hi2h daneerousness, remorseful intravenous drue user 
Jack is an HIV-positive intravenous drug user and has been in counseling for four 
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sessions. He confides in his therapist that he has been engaging in frequent, highly risky drug 
behavior (sharing needles) with his current partner and two other persons. Jack knows the risks of 
infecting others through sexual contact, sharing needles, or donating blood, but is unwilling to 
share his diagnosis with the persons he is possibly putting at risk. Jack is feeling remorseful about 
his behavior, but he plans on continuing to engage in these risky drug behaviors. 
Low dan&erousness, not remorseful intravenous drug user 
Jack is an HIV-positive intravenous drug user and has been in counseling for four 
sessions. He confides in his therapist that he has been engaging in frequent, but cautious drug 
behavior (not sharing drug needles) with his current partner and two other persons. Jack knows 
the risks of infecting others through sexual contact, sharing needles, or donating blood, but is 
unwilling to share his diagnosis with the persons he is possibly putting at risk. Jack is not feeling 
remorseful about his behavior, and he plans on continuing to engage in these drug behaviors. 
Low dangerousness, remorseful intravenous drug user 
Jack is an HIV-positive intravenous drug user and has been in counseling for four 
sessions. He confides in his therapist that he has been engaging in frequent, but cautious drug 
behavior (not sharing drug needles) with his current partner and two other persons. Jack knows 
the risks of infecting others through sexual contact, sharing needles, or donating blood, but is 
unwilling to share his diagnosis with the persons he is possibly putting at risk. Jack is feeling 
remorseful about his behavior, but he plans on continuing to engage in these drug behaviors. 
Imagine you are a counselor working with this client. Do you believe there is enough 
information to make a decision regarding breaking confidentiality in this case? 
__ NO __ YES 
If no, please indicate what further information you would like to 
have: ______ _ 
Whether you answered yes or no, please continue with the following questions, 
making choices based on your assessment of the information that is given in the above 
case. 
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APPENDIX E: LIKELIHOOD OF BREACHING CONFIDENTIALITY, CERTAINTY, AND 
COMFORT 
1. Imagine you are working with CLIENT. What is the likelihood you would breach 
confidentiality and warn the involved third parties of the risk of HIV transmission? ( circle only 
one number): 
1 
Very 
Likely 
2 
Moderately 
Likely 
3 
Slightly 
Likely 
4 
Slightly 
Unlikely 
5 
Moderately 
Unlikely 
6 
Very 
Unlikely 
How certain are you that there is a duty to protect a third party( s) in this case after four 
sessions? (circle only one number): 
1 2 
Definitely do Probably do not 
not have a have a duty to 
duty to warn warn 
3 
May not have 
a duty to 
warn 
4 
May have a 
duty to warn 
5 
Probably 
have a duty 
towam 
6 
Definitely 
have a duty 
to warn 
How comfortable are you with your judgments regarding the protection of third parties in 
this case? ( circle only one number): 
1 2 
Very Moderately 
Comfortable Comfortable 
3 
Slightly 
Comfortable 
4 
Slightly 
Uncomfortable 
5 
Moderately 
Uncomfortable 
6 
Very 
Uncomfortable 
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APPENDIX F: DEMOGRAPHIC QUESTIONNAIRE 
Please tell us about yourself by answerin1: the followin1:: 
1. Gender: a. Male b. Female 
2. Highest degree achieved (check only one): 
__ a. Ph.D. __ b. Psy.D. c. M.D. d. Ed. D. 
__ e. Other (Specify) _________ _ 
3. How many years have you been a practicing mental health professional? 
_____ Years 
4. Check the primary setting in which you practice (check only one): 
__ a. Community Mental Health Center __ b. General Medical Center 
__ c. Psychiatric Medical Center __ d. Private or Group Practice 
e. VA Medical Center f. Other 
(Specify) _____ _ 
5. Please select your major theoretical orientation (check only one): 
__ a. Psychodynamic b. Behavioral 
__ c. Cognitive d. Humanistic/Existential 
__ e. Family Systems f. Eclectic 
__ g. Other (Specify) ________ _ 
Please tell us about your informed consent practices by answerin& the followin1:: 
6. Please estimate how often you or your agency provide clients with information regarding 
confidentiality ( check only one): 
__ a.Never (go to question number 10) 
__ b. Rarely 
c. Sometimes 
d. Often 
__ e. Always 
7. In general, what information regarding confidentiality is given to clients? ( check only 
one): 
__ a. Clients are informed that everything is confidential. 
__ b. Clients are informed that there may be limits to confidentiality (without 
specifying what those limits might be). 
8. 
only 
__ c. Clients are informed that confidentiality may be breached in cases of ( check all 
that apply): 
threatened harm to self 
threatened harm to others 
__ suspected child abuse 
__ court subpoena 
__ possible infectious disease transmission 
__ other (specify) ___________ _ 
Typically, how is this information regarding confidentiality provided to clients? (check 
one): 
__ a.Verbally only. 
written. 
__ b. Written only. __ c. Both verbally and 
9. Typically, when do clients first receive this information? (check only one): 
__ a. Prior to first counseling/therapy or assessment session. 
__ b. During first counseling/therapy or assessment session. 
__ c. After first counseling/therapy or assessment session 
(If you checked "c", please also mark when you most typically give this 
information to clients---please read through all choices and then check only one): 
__ When I become aware of client issues that may potentially necessitate 
breaking confidentiality. 
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__ When circumstances necessitate that I break confidentiality. 
__ Not until the client(s) brings up the issue of confidentiality. 
__ Other (Specify) ________________ _ 
Please tell us about your past practices by answerini: the followin& questions: 
10. In the past three years, approximately how many clients have you worked with that were 
HIV-positive?_______ · 
11. Please estimate the percentage of clients on your current caseload that are HIV -positive. 
____ % 
12. In the past three years, how many clients have disclosed information that you believe 
necessitated protecting another person or agency?_____ Of these, how many cases 
did you ultimately discharge a duty to protect a third person? ____ _ 
13. Please estimate the percentage of your client load for which the above is an issue: 
___% 
14. Please indicate how similar the preceding case is to situations you've encountered in 
practice: 
1 
Very 
Similar 
2 
Moderately 
Similar 
3 
Slightly 
Similar 
4 
Slightly 
Dissimilar 
5 
Moderately 
Dissimilar 
6 
Very 
Dissimilar 
15. Please indicate which of the following measures you have taken, if any, in situations where 
you have determined that it is necessary to protect a possible third party from 
HIV infection: 
__ a. Initiated involuntary commitment procedure for your client 
__ b. Consulted with clinical supervisor or colleague 
c. Summoned Public Health officials to intervene 
e. Have not encountered such a situation £ Other ___________________ _ 
16. Please estimate how often you have informal social contact with gay men in your 
community/daily life: 
a. Never 
__ b. Rarely 
c. Sometimes 
d. Often 
IF YOU WISH, PLEASE USE THE SPACE BELOW FOR COMMENTS 
Thank you for your participation in this study. Please (1) return this survey in the 
enclosed postage-paid envelope and (2) return the response card separately from the 
survey. 
Correspondence may be sent to: Norman Scott, Ph.D., Iowa State University 
Psychology Department 
W 112 Lagomarcino Hall 
Ames, Iowa 50010 
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APPENDIX G: TABLES 
Table 4. Values from the rotated factor matrix for the Homophobia Questionnaire (HQ) 
Item 
Feel comfortable working closely with a gay man.* 
Enjoy attending social functions at whicn gay men were present.* 
Uncomfortable ifl learned that neighbor was gay man. 
If member of my sex made a sexual advance toward me, feel angry. 
Feel comfortable knowing I was attractive to members of my sex.* 
Feel uncomfortable being seen in gay bar. 
Feel comfortable if member of my sex made an advance.* 
Comfortable if I found myself attracted to a member of my sex.* 
Feel disappointed ifl learned my child was gay. 
Feel nervous being in a group of gay men. 
Feel comfortable knowing my clergyman was gay.* 
Upset ifl learned my brother or sister was gay. 
Feel that I had failed as a parent ifl learned my child was gay. 
Ifl saw two men holding hands in public, I would feel disgusted. 
If member of my sex made an advance toward me I would be offended. 
Feel comfortable ifl learned that my daughter's teacher was a lesbian.* 
Feel uncomfortable if spouse/partner was attracted to members of his/her sex. 
Feel at ease talking with a gay man at a party.* 
Feel uncomfortable if I learned my boss was a gay man. 
Not bother me to walk through a predominantly gay neighborhood.* 
Disturb me to find out my doctor was gay. 
Feel comfortable ifl learned my best friend of my sex was gay.* 
If member of my sex make an advance toward me I would be flattered.* 
I would feel uncomfortable knowing my son's male teacher was a gay man. 
Feel comfortable working closely with a lesbian.* 
Factor 1 Factor 2 
.69 .22 
. 70 .27 
.48 .14 
.34 .68 
.27 .60 
.27 .48 
.18 .59 
.02 .55 
.26 .55 
.63 .29 
.46 .14 
.39 .50 
.31 .38 
.58 .50 
.43 .67 
.47 .29 
.09 .51 
.55 .18 
. 70 .11 
.49 .18 
.52 .35 
.43 .17 
.19 .61 
.62 .34 
.56 .14 
Note: Items with(*) were reverse scored. Factor loadings above .30 are in bold. Factor I was titled "Comfort 
with Social Interactions", Factor 2 was titled "Comfort with Intimate Interactions". 
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Table 5. Values from the rotated factor matrix for the Professional Contact Questionnaire 
(PCQ) 
Item 
I would accept a person with AIDS-for treatment.* 
I would refer a person with AIDS out to another clinician. 
I would be uncomfortable working with a person with AIDS. 
I would make less physical contact with a person with AIDS. 
I would display less empathy for a client with AIDS than for a client without AIDS. 
Factor I 
.87 
.64 
. 72 
.61 
.52 
Note: Items with(*) were reverse scored. Factor loadings above .30 are in bold; Factor 1 was titled "Comfort in 
Professional Settings". 
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Table 6. Values from the rotated factor matrix for the Attitudes About AIDS (AAA) scale 
Item Factor 1 Factor 2 
A hospital worker should not be required to work with AIDS patients. 
AIDS is God's punishment for immorality. 
AIDS patients offend me morally. 
Having a coworker with AIDS would not bother me.* 
Doctors and blood donation centers should be required to report to federal health 
officials the names of all those who have tested positive for HIV. 
Laws should be passed that require all persons getting married to be tested for 
antibodies to the AIDS virus. 
Ifl learned that someone I knew had AIDS, it would be hard for me to continue 
my friendship with that person. 
Intravenous drug abusers have no concern for their own health, and so we should 
not waste financial or medical resources on caring for them if they 
develop AIDS. 
Homosexuals who get AIDS have gotten what they deserve. 
Most AIDS patients would not want to infect other people deliberately.* 
Legislation should be passed to protect the civil rights of AIDS patients.* 
A person who knows he has AIDS and who continues to engage in unprotected 
sex should be charged with murder. 
Children infected at birth and recipients of contaminated blood transfusions are 
the only "innocent" AIDS victims. 
Quarantine of people with AIDS is a good idea to protect the rest of the general 
public. 
I would take care of a family member or close friend who came down with AIDS.* 
I would not eat at a restaurant where a known carrier of the AIDS virus worked. 
Insurance companies should not be allowed to require that potential policy holders 
take an HIV antibody test.* 
People who get AIDS from blood transfusions should be allowed to sue the donors. 
Teachers who have AIDS should be restricted from teaching. 
To protect other students, students who have AIDS should be kept out of the 
classroom. 
Homosexuals and IV drug users are responsible for the spread of AIDS. 
Safer sex education shouldn't be allowed in public schools if it mentions condoms 
or appears to condone non-marital sexual activity. 
The high cost of treating AIDS patients is unfair to other people in need. 
It is dangerous to have too much social contact with people who may have AIDS, 
especially homosexual men and IV drug abusers. 
.35 
.07 
.25 
.53 
.36 
.42 
.55 
.39 
.23 
.32 
.43 
.37 
.38 
.46 
.51 
.66 
.22 
.30 
. 72 
. 73 
.44 
.29 
.60 
.64 
Note: Items with(*) were reverse scored. Factor loadings above .30 are in bold. Factor 1 was titled "Social 
Stigmatization" and Factor 2 was titled "Moral Stigmatization". 
.13 
.58 
. 79 
.23 
.23 
.10 
.35 
.46 
.89 
.38 
.26 
.10 
.40 
.39 
.19 
.09 
.11 
.16 
.30 
.25 
.20 
.39 
.31 
.30 
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Table 9. Intercorrelation matrix for independent variables, dependent variables, and covariates 
1. 2. 3. 4. 5. 6. 7. 
Independent Variables 
1. Client Type 
2. Level of Remorse .30 
3. Level of Danger -.11 -.06 
Dependent Variables 
4. Likelihood -.01 -.01 .24** 
5. Comfort .002 -.05 -.04 .27** 
6. Certainty -.01 -.01 -.19** -.79** -.25** 
Covariates 
7. Homophobia -.004 -.0001 -.13 .20** .01 -.19** 
8. Stigmatization -.03 .01 -.14 .19** -.01 -.20** .76** 
Note: n = 205, * = significant at .05, **=significant at .01 
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APPENDIX H: APPROVAL BY THE IOWA ST ATE UNIVERSITY RESEARCH 
REVIEW BOARD 
Last name of principal investigator ___ Crawford __ 
CHECKLIST FOR ATTACHMENTS: PLEASE CHECK ALL THAT ARE ATTACHED. 
if Letter and/or posting form and/or telephone script used to solicit participants that clearly indicates: 
a) purpose of the research 
b) the use of any identifier codes (names, #'s), how they will be used, and when they will be 
removed (see item 13) 
c) an estimate of time needed for participation in the research and the place 
d) if applicable, location of the research activity 
e) how you will ensure confidentiality 
f) in a longitudinal study, note when and how you will contact participants later 
g) participation is voluntary; nonparticipation will not affect evaluations of the participant 
D Consent form, if applicable. 
D Letter of approval for research from cooperating organizations or institutions, if applicable. 
i:g/°Data gathering instruments 
12. Anticipated dates for contact with participants: 
First Contact ___ 9/1/00 ____ _ Last Contact __ l2/31/00 ____ _ 
Month/Day/Year Month/Day/Year 
13. If applicable, anticipated date that identifiers will be removed from completed survey instruments and/or audio or visual tapes 
will be erased: 
Month/Day/Year 
14 Signature required for approval by the Department of Psychology: 
This research is within the guidelines established by the "Department of Psychology Ethical Principles cind Policies 
Relevant to Research with Human Participants. " I understand that it is my responsibility to ensure that all current and 
future researchers associated with this project are informed of the contents of the proposal and of the aforementioned 
guidelines. 
Proposal Approval Number 00,.. ()2 
(assigned by Department review committee) 
15. Signature of Departmental Executive Officer Date Department or Administrative Unit G - . 01/zia> ffy J,u4!f y. 
r~uman Partic· ants Review Committee: 16 
Project Approved ProJeCt Not Approved No Action Required 
g -it/ ccJ f:m K'<-1 
Name of Comminee Chairperson Date Signature of Committee Chairperson 
56 
APPENDIX I: STUDY COVER LEITER 
Dear Colleague: 
We are requesting your participation in a study of practitioners' reactions to difficult clinical 
decisions. Specifically, we are interested in your practices and opinions regarding confidentiality 
and the responsibility to warn third parties in the event of possible infectious disease transmission 
from a client. A decision to warn potential victims involves controversial ethical and legal issues. 
As a licensed practitioner of health and mental health services, you have been selected to receive 
this survey because you are in a unique position to provide an understanding of this important 
area of clinical decision-making. 
This research project has been reviewed and approved by the Iowa State University Human 
Subjects Review Board and meets applicable ethical standards and guidelines. Your completion 
and return of the enclosed anonymous questionnaire will constitute informed consent for 
participation in this study. 
Your responses will be kept confidential and anonymous. In order to assure anonymity, please do 
not put your name or any other identifying information on the questionnaire. Completion of this 
survey will take approximately forty-five minutes. We recognize that you have many demands on 
your time, but hope that you will assist us in this study. We believe that your clinical experiences, 
practice expertise, and seasoned judgment are critical in gaining understanding in this complex 
area of practice. We value and need your cooperation in this endeavor. 
A response card, to be returned separately from the survey, is included in this packet to aid us in 
sending additional surveys to those individuals who did not respond to this first request. It also 
serves to identify those individuals who would like to receive a copy of the results of this study, 
and as an indication of your interest in participation in the following endeavor. The response card 
is coded with a number that does not appear on the survey or the return envelope. 
In recognition of your time and effort in completing this survey, we will be giving away two $50 
gift certificates to a national bookstore chain (Barnes and Noble bookstores or Amazon.com web 
site). This will be done by choosing two response cards from those returned by the date listed 
below. The numbered response cards will allow us to link the name of participants to their return 
of the response card only. not to the individual questionnaires, and thus allow us to choose the 
gift certificate winners. The odds of winning will be approximately 2 in 650. The drawing will be 
held the first week of January. 
After completing the survey, please mail it in the postage-paid envelope provided. In addition, 
please return the response card separately so that your anonymity is assured. If you would like a 
summary of the results of this research, please check the appropriate box on the response card. If 
you choose not to participate, you do not need to return any of the materials. However, if you do 
not wish to receive follow-up mailings regarding this study, please return the response card 
indicating this by checking the appropriate box. If you have any questions, feel free to contact 
us by phone: ( 515)-294-1509. We would appreciate a response by December 15th, 2000. 
We appreciate your cooperation and value your responses. 
Sincerely, 
Norman A. Scott, Ph.D. 
Associate Professor 
Brenda Crawford 
Graduate Student 
57 
REFERENCES 
American Psychological Association (1999). Profile of demographic characteristics of AP A 
members who paid the special practice assessment in 1999 by membership status. 
Washington, DC: Author. 
Bean, J., Keller, L., Newburg, C., & Brown, M. (1988). Studies on the reduction of AIDS group 
social phobia: Effects of cognitive inoculation. group desensitization. and role playing 
on AIDS group social phobia and AIDS attitudes. Paper presented at the annual 
meeting of the Eastern Psychological Association, Buffalo, N.Y. 
Bersoff, D. N. (1995). Ethical conflicts in psychology. Washington, DC: American 
Psychological Association. 
Bing, E., Burnam, M., Longshore, D., Fleishman, J., Sherbourne, C., London, A., Turner, B., 
Eggan, F ., Beckman, R., Vitiello, B., Morton, S., Orlando, M., Bozzette, S., Ortiz-Barron, 
L., & Shapiro, M. (2001 ). Psychiatric disorders and drug use among human 
immunodeficiency virus-infected adults in the United States. Archives of General 
Psychian:y. 58, 721-728. 
Bruhn, J. ( 1989). Counseling persons with a fear of AIDS. Journal of Counseling and 
Development. 67. 455-457. 
Burnam, M., Bing, E., Morton, S., Sherboume, C., Fleishman, J., London, A., Vitiello, B., Stein, 
M., Bozzette, S., & Shapiro, M. (2001). Use of mental health and substance abuse 
treatment services among adults with HIV in the United States. Archives of General 
Psychian:y. 58, 729-736. 
Centers for Disease Control (2001 ). Prevalence and incidence estimates of HIV/ AIDS among 
intravenous drug users. Retrieved September 23, 2001 from http://www.cdc.gov. 
Chenneville, T. (2000). HIV, confidentiality, and duty to protect: A decision-making model. 
Professional Psychology: Research and Practice. 31, 661-670. 
Crawford, I., Humfleet, G., Ribordy, S., Ho, F.C., & Vickers, V. (1991). Stigmatization of AIDS 
patients by mental health professionals. Professional Psychology: Research and 
Practice. 22, 357-361. 
58 
Daniolos, P. T., & Holmes, V. F. (1995). HIV public policy and psychiatry. Psychosomatics, 
36, 12-21. 
DiClemente, R., Zorn, J., & Temoshok, L. (1986). Adolescents and AIDS: A survey of 
knowledge, attitudes, and beliefs about AIDS in San Francisco. American Journal of 
Public Health, 76, 1443-1445. 
Donaldson, S. ( 1988). Counselor bias in working with gay men and lesbians: A commentary on 
Barret and Barzan. Counseling and Values. 42, 88-91. 
Dyer, A. R. (1988). AIDS, ethics, and psychiatry. Psychiatric Annals, 18, 577-581. 
Eth, S. (1988). The sexually active, HIV infected patient: Confidentiality versus the duty to 
protect. Psychiatric Annals, 18, 571-576. 
Hall, B. (1992). Overcoming stigmatization: Social and personal implications of the Human 
Immunodeficiency Virus diagnosis. Archives of Psychiatric Nursing, 6, 189-194. 
Hayes, J., & Erkis, A. (2000). Therapist homophobia, client sexual orientation, and source of 
client HIV infection as predictors of therapist reactions to clients with HIV. Journal of 
Counseling Psychology. 4 7, 71-78. 
Hogan, T. (1988). Psychophysical relation between perceived threat of AIDS and willingness to 
impose social restrictions. Health Psychology, 6, 255-266. 
Hudson, W., & Ricketts, W. (1980). A strategy for the measurement of homophobia. Journal 
of Homosexuality. 5, 357-372. 
Kermani, E. J., & Weiss, B. A. (1989). AIDS and confidentiality: Legal concept and it's 
application in psychotherapy. American Journal of Psychotherapy, 43, 25-31. 
Knapp, S., & VandeCreek, L. (1992). Public policy issues in applying the "duty to protect" to 
HIV-positive patients. Psychotherapy in Private Practice, 10, 53-61. 
Leiker, J., Taub, D., & Gast, J. (1995). The stigma of AIDS: Persons with AIDS and social 
distance. Deviant Behavior, 16, 333-351. 
McGuire, J., Nieri, D., Abbott, D., Sheridan, K., & Fisher, R. (1995). Do Tarasoff principles 
apply in AIDS-related psychotherapy? Ethical decision making and the role of therapist 
homophobia and perceived client dangerousness. Professional Psychology: Research 
59 
and Practice, 26, 608-611. 
Moore, D. & McCabe, G. (1999). Introduction to the practice of statistics. (3rd ed.). New York: 
W. H. Freeman and Company. 
Morrison, C. (1989). AIDS: Ethical implications for psychological intervention. Professional 
Psychology: Research and Practice, 20, 166-171. 
Perry, S. (1989). Warning third parties at risk of AIDS: AP A's policy is a barrier to treatment. 
Hospital and Community Psychiatry, 40, 158-161. 
Searight, H. R., & Pound, P. (1994). The HIV-positive psychiatric patient and the duty to 
protect: Ethical and legal issues. International Journal of Psychiatry in Medicine, 
24, 259-270. 
Sheridan, K., & Sheridan, E. (1988). Psychological consultation to persons with AIDS. 
Professional Psychology: Research and Practice, 19, 532-535. 
Stanard, R., & Hazier, R. (1995). Legal and ethical implications of HIV and duty to warn for 
counselors: Does Tarasoff apply? Journal of Counseling and Development, 73, 397-
400. 
Tabachnick, B., & Fidell, L. (2001). Using multivariate statistics. Boston: Allyn & Bacon. 
Tarasoffv. Regents of the University of California (1976). 17 Cal. 3d 425,551 P.2d 334. 
(Tarasoff 11). 
Totten, G., Lamb, D., & Reeder, G. (1990). Tarasoff and confidentiality in AIDS-related 
psychotherapy. Professional Psychology: Research and Practice, 21, 155-160. 
Trezza, G. (1994). HIV knowledge and stigmatization of persons with AIDS: Implications for 
the development of HIV education for young adults. Professional Psychology: 
Research and Practice, 25, 141-148. 
University of California-San Francisco (1999). 1997 World AIDS day resource booklet. 
Retrieved March 1, 1999 from http://hivinsite.ucs£edu. 
Zonana, H. (1989). Warning third parties at risk of AIDS: AP A's policy is a reasonable 
approach. Hospital and Community Psychiatzy, 40, 162-164. 
